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THE EFFECT OF CIGARETTE ADVERTISING BANS ON CIGARETTE 

CONSUMPTION 


James L, Hamilton 



This study developed statistical evidence on how cigarette advertising bans 
have affected per capita cigarette consumption in several countries. The study had 
four parts: First, previous studies have indicated that cigarette advertising has had 
little effect on cigarette consumption in the United States. Second, for several 
other countries advertising bans have not significantly reversed the upward trend in 
per capita cigarette consumption. Third, for several countries per capita cigarette 
consumption trends were examined using multivariate statistical methods to dis¬ 
cover whether broadcast advertising bans had, at least, slowed the growth of per 
capita consumption. For seven countries that have enacted bans, the evidence re¬ 
vealed that bans have not, in general, slowed consumption growth. Fourth, ap¬ 
plying this method to groups of countries rather than to each country individual 
countries that had banned broadcast cigarette advertising were compared with 
countries that had not and countries that never had permitted it. The growth of 
per capita cigarette consumption apparently was not slower in countries that had 
banned or never had permitted cigarette advertising. A ban of cigarette advertising 
has not been an effective policy for reducing cigarette smoking. The statistical 
evidence did reveal that popular awareness of smoking health hazards significantly 
dampened consumption growth. Rather than committing resources to advocating 
an advertising ban, advocating an allocation of public funds for smoking educa¬ 
tion programs would be a more productive use of the resources. 


I. INTRODUCTION 


I am reporting on a statistical study of cigarette consumption and cigarette 
advertising (1). My purpose has been to estimate how a total ban on cigarette ad¬ 
vertising would affect cigarette consumption. As concern has grown over the 
hazards of cigarette smoking to public health, a feeling has also grown that ad¬ 
vertising a potentially hazardous product should not be permitted. Indeed, some 
persons have felt that one way to curb smoking was to curb cigarette advertising, 
which they believed stimulated cigarette consumption. In many countries, gov¬ 
ernments have acted to ban cigarette advertising in one form or another. My in¬ 
quiry, then, has focused on the effectiveness of such advertising bans as a means 
for reducing cigarette consumption. Is an advertising ban an effective tool of 
public policy for reducing cigarette smoking in order to reduce the smoking- 
related health hazards? Has advertising actually been an inducement for increas¬ 
ing cigarette consumption? I have examined cigarette consumption in various 
countries that have imposed a government ban on cigarette advertising. I have 
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tried to gauge the effects of those bans in order to offer some generalizations 
about their usefulness as a means of reducing cigarette consumption. 

My investigation was able to draw on a variety of different experiences from 
different countries. In Italy the government banned all forms of cigarette adver¬ 
tising in 1962. Australia will have phased out all cigarette advertising by the end 
of 1975. The most common public actions, however, have had less scope. Usu¬ 
ally, governments have banned cigarette advertising only on radio or television. 
In some countries, such as Switzerland, Sweden, and Norway, advertising has 
never been permitted in the broadcast media. 

It would be interesting to predict how cigarette consumption would be af¬ 
fected by a complete ban on all forms of cigarette advertising. Unfortunately, 
Italy is the only country that has had such a total ban. Generalizations about the 
effects of a total ban could not be based on the experience of a single country. 
Consequently, my study could predict only the effects of broadcast advertising 
bans. Even so, it appears that the broadcast media are by far the most effective 
means of advertising products such as cigarettes. Accordingly, the effect of a ban 
on broadcast advertising would probably exceed the effect of a ban on other 
forms of advertising. The only way to predict the effect of a total ban would be, 
first, to gauge the effect of broadcast advertising bans and then to extrapolate 
from those effects to predict the effect of a total ban. 

As I proceed, I shall first review some previous studies of cigarette advertis¬ 
ing relating to the experience in the United States. Then I shall report on my 
study of the various advertising bans in other countries. Finally, I shall offer 
what generalizations I believe can be drawn about the usefulness of advertising 
bans as a means of promoting public health. 


II. CIGARETTE ADVERTISING IN THE UNITED STATES 



Several studies have been made of cigarette advertising in the United States. 
These have revealed little consumer sensitivity to advertising. Some researchers 
could find no solid evidence that advertising had influenced per capita cigarette 
consumption at all. Other researchers did find a positive effect, but it always was 
very small. In a statistical study of U.S. cigarette consumption, I found that two 
other factors had a much greater influence on cigarette consumption than did 
advertising (2). First, the large increase in personal income appeared as the single 
most important influence. The second major influence was the growing public 
awareness of the connection between smoking and disease. While rising incomes 
tended to increase consumption, the awareness of health hazards tended to de¬ 
crease consumption. By comparison, advertising appeared as a rather minor in¬ 
fluence. 

If advertising has had so little influence on cigarette consumption, why have 
the profit-seeking cigarette companies spent so much money advertising their 
cigarettes? Economists generally have concluded that cigarette advertising in the 
U.S. has been a competitive weapon that companies have used to divide the na¬ 
tional cigarette market among themselves; it has not been used as a means for 
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expanding that market. Certainly, each company advertised in the hope of ex¬ 
panding the market for its own brands, and hence its own profits. Since all the 
companies advertised, however, their competitive advertising has been offsetting. 
No particular company was able to get any large competitive advantage from its 
advertising. Once all the companies were advertising, each had to advertise to 
protect its sales and profits. Total cigarette consumption was augmented very 
little by this advertising. The competitive advertising of rival brands to capture 
the consumer’s dollar has not increased the total number of dollars consumers 
have spent for cigarettes. 

These studies have but one implication. Since cigarette consumption has not 
been increased much by advertising, then consumption would not be reduced 
much if advertising were banned. 

With this presumption in mind, let me now turn to my study of advertising 
bans in various countries. 

III. ADVERTISING BANS AND CIGARETTE CONSUMPTION 

For the purpose of this study, I have measured cigarette consumption for 
each country as the annual per capita cigarette consumption by adults. For each 
country, this was the total number of cigarettes consumed in a year divided by 
the total population aged 15 years or older. Presumably, the greater per capita 
cigarette consumption was, the greater would be the incidence of smoking-related 
diseases, and the lower would be the public health of the country. Conversely, 
the lower per capita consumption was, the better public health would be. Conse¬ 
quently, one could consider the public health to have been improved only if per 
capita adult cigarette consumption actually was reduced. 

The first question to be considered, then, is this: Have the governmental 
bans on broadcast advertising of cigarettes reduced per capita cigarette consump¬ 
tion? To answer that question, I examined the time series of per capita consump¬ 
tion for a group of 11 developed countries. The 7 European countries were the 
United Kingdom, France, West Germany, Switzerland, Italy, Sweden, and Fin¬ 
land. In addition, I examined Canada, japan, New Zealand, and Australia. 

It was clear that broadcast advertising bans have not reduced consumption 
(Figure I). In these countries, the long-term trend in per capita consumption has 
been upward. In some of these countries the government ban on advertising did 
initially reduce consumption, but the reductions were strictly temporary. Within 
one or two years following the ban, per capita consumption again rose, and the 
long-term upward trend resumed. In other countries, however, the advertising 
bans did not reduce consumption even temporarily; the long-term upward trend 
was not even interrupted by the bans. Furthermore, several countries never have 
had any broadcast advertising of cigarettes. Even so, the long-term trend in those 
countries also has been upward. No particular differences were noticeable be¬ 
tween the trend in countries that had cigarette advertising and the trend in coun¬ 
tries that did not. 

All of these observations are consistent with the implication of the earlier 
studies, namely, that cigarette advertising is not a particularly important influence 
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on per capita cigarette consumption, and that, accordingly, advertising bans 
would not cause any permanent reductions in consumption. In fact, in the coun¬ 
tries I examined, per capita consumption did not decline even a little as a result 
of the cigarette advertising bans. 

The conclusion, then, is that advertising bans have not been responsible for 
any improvement in the public health. If the public health goal is to reduce per 
capita consumption, then advertising bans offer little or no hope as a policy to 
achieve that end. 

There is, however, a second question to be considered. Even though adver¬ 
tising bans have not actually reduced per capita consumption, one might ask 
whether cigarette advertising bans have at least slowed down the long-term up¬ 
ward trend. Would per capita cigarette consumption have increased even more in 
the absence of the advertising bans? Perhaps the bans have kept the public health 
from being worse than it might have been. In that more limited sense, cigarette 
advertising bans might have made a kind of contribution to the health of the 
public. 

To make such an investigation required some assessment of what per capita 
consumption would have been without the advertising bans. We are interested in 
knowing what the difference was between actual consumption and what it would 
have been otherwise. Such an analysis has two aspects. First, one must consider 
all the other things that cause per capita consumption to be larger or smaller. In 
general, economists have expected per capita consumption to be greater as a re¬ 
sult of growth in personal income, cigarette price reductions, and advertising. 
Likewise, they have expected consumption to be smaller as a result of declining 
income, price increases, and growing awareness and concern about the health 
consequences of smoking. When all of these influences on consumption are con¬ 
sidered simultaneously, one recognizes that an advertising ban might have had a 
negative effect on consumption, but that this effect was outweighed by the 
other influences pushing consumption upward. My analysis has attempted to 
sort out the various influences on consumption and to isolate the effects of ad¬ 
vertising and bans on advertising. Second, the only way to accomplish this sort¬ 
ing is through statistical techniques. I used multiple regression analysis (eco¬ 
nometrics). This technique simultaneously could consider the influences of in¬ 
come, price, and health awareness, as well as advertising. These factors together 
would determine the actual changes in per capita cigarette consumption. This 
statistical technique could sort out the relative importance of each factor. In the 
process, this sorting would isolate the effect of the advertising bans. 

This statistical technique was used in two different ways to estimate what 
per capita cigarette consumption would have been and what effect the advertis¬ 
ing bans have had. 

IV. ANALYSIS OF INDIVIDUAL COUNTRIES 

The first approach was to examine each country individually. Of the eleven 
countries in my group, in seven the governments had taken some action to re¬ 
strict cigarette advertising. Usually, this was a ban on advertising in the broadcast 
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media. For each of these seven, the statistical techniques were used to sort out 
the relative importance of income, price, awareness of health hazards, and the 
advertising ban. 

A major difficulty in my research was that I did not have data on the actual 
amount of advertising in these countries. In my study of the United States, I was 
able to obtain such data and to examine directly the relative importance of ad¬ 
vertising, but for these other countries, I was not. Consequently, the influence of 
the advertising itself was not sorted out and isolated. The best I could do was to 
sort out the relative importance of the advertising bans. 1 

I discovered very little evidence that the advertising bans have, in general, 
slowed down the long-term upward trend in per capita consumption (Tables I & 
II). In the United Kingdom, Italy, and New Zealand, advertising was banned prior 
to 1965. Yet, in those countries, after taking into account all of the changes in 
income, price, and awareness of health hazards, statistical analysis did not show 
consumption to have grown more slowly as a consequence of the bans. In Can¬ 
ada, West Germany, and Japan, advertising was not banned until 1970 or later. 
In those countries, advertising bans were associated with a somewhat slower 
rate of growth in consumption. The same slowdown was observed in Italy and 
the United Kingdom, however, immediately after the bans in those countries. 
Per capita consumption there continued to grow; over a longer period of time 
the growth does not seem to have been slower as a consequence of the advertis¬ 
ing bans. In New Zealand the ban had neither temporary nor long-term effects. 
The experiences in Italy, New Zealand, and the United Kingdom indicate a 
strong possibility that the slowdowns will not persist in Canada, Japan, or West 
Germany. Ten years after the bans in the latter countries, consumption growth 
may not have been slower than otherwise as a consequence of the bans. 

Furthermore, in the statistical analysis, the estimated effects of the adver¬ 
tising bans emerged as statistically valid in only 3040% of the cases. Moreover, 
in about half of those cases, the effect of the advertising ban seemed to be to in¬ 
crease consumption, rather than decrease it That, of course, contradicted com¬ 
mon sense. 

What the statistical techniques have revealed, in general, is that the advertis¬ 
ing bans have had a very weak impact on the growth in cigarette consumption. 
This is the reason the statistical techniques often failed to isolate the advertising 
bans as statistically valid, and have often produced illogical results. While per 
capita cigarette consumption may have increased at a somewhat slower rate im¬ 
mediately following the advertising bans, across a longer timespan consumption 
growth was not perceptibly slower. The conclusion seems to be that the advertis¬ 
ing bans have not slowed down the upward trend in per capita consumption. If 
there was a long-term slowdown, it was so small as to be imperceptible. 

1 Without data on the advertising variable, the statistical model of cigarette demand was 
misspecified. Two approaches were used in estimating this misspecified model. First, ad¬ 
vertising was dropped as a variable in the model, and the model then was estimated directly, 
including corrections for autocorrelation. Second, advertising was retained in the model 
until the reduced form of the model was obtained; then the advertising variable was dropped. 
The second approach was possible because in the model advertising was specified as a vari¬ 
able with a distributed lag. By retaining the advertising variables, the reduced form retained 
all of the lag variables and lost only the current advertising variable. The estimating equation 
was nonlinear in the parameters of the model. See Appendix A. 
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TABLE I 

Estimates of Misspecified Structural Model of Per Capita Cigarette Demand for 11 Countries 

Health Scare Health Scare 


Countries 

Constant 

Autocorrelation 

Factor 

Per Capita Gross 
Domestic Product 

Relative 
Cigarette Price 

Dummy 
Before 7953 

Dummy 

1964-1973 

Advertising 

Ban Dummy R 2 

D.W. 

Australia 

.9624 

(1.25) 

.8584 

(8.20) 

.9622 

(2.43) 

- 

.1351 

(1.04) 

-.0055 

(-0.04) 

- 

.97 

2.701*** 

Canada 

4.398 

(3.30) 

.9464 

(14.36) 

.2667 

(0.82) 

-.0137 

(-1.44) 

.0357 

(0.19) 

-.0828 

(-0.73) 

-.0075 

(-0.64) 

.98 

1.745** 

Finland 

1.737 

(2.37) 

.8869 

(8.59) 

.1394 

0.57) 

-.0022 

(-0.84) 

“ 

-.4500 

(-4.06) 

-.0098 

(-0.10) 

.79 

1.818* 

France 

(1949-70) 

.6501 

(5.82) 

.6684 

(4.12) 

12.43 

(14.11) 

-.0026 

(-3.12) 

-.0649 

(-2.42) 

-.0733 

(-2.73) 

- 

.99 

1.597** 

Italy 

.2397 

(0.82) 

-.4754 

(-2.36) 

1.645 

(9.07) 

.0011 

(0.71) 

“ 

-.0227 

(-0.89) 

.0675 

(2.83) 

.99 

2.329** 

Japan 

2.465 

(8.86) 

.0401 

(0.18) 

.2055 

(6.88) 

-.0070 

(-4.54) 

- 

-.0319 

(-0.64) 

-.0295 

(-0.53) 

.99 

1.933 

New Zealand 

-10911 

(-0.33) 

-.0113 

(-0.56) 

2.628 

(10.10) 

-.0042 

(-2.41) 

.0027 

(0.05) 

-.1036 

(-1.26) 

.1582 

(2.06) 

.98 

1.904 

Sweden 

-.4648 

(-3.08) 

-.5353 

(-2.76) 

9.370 

(16.86) 

.0038 

(2.27) 

- 

-.0972 

(-3.41) 

- 

.98 

1.843 

Switzerland 

(1950-69) 

3.066 

(3.15) 

-.0068 

(-0.03) 

.4889 

(11.68) 

-.0415 

(-4.30) 

.1219 

(1.18) 

-.2682 
(“2.78) 

- 

.97 

1.908 

United 

Kingdom 

3.538 

(6.55) 

.8210 

(6.59) 

-.1163 

(-1.13) 

-.00642 

(-1.06) 

- 

-.00802 

(-0.09) 

.1354 

(1.58) 

.88 

2.689*** 

West Germany 

1.586 

(4.42) 

.4887 

(2.69) 

27.13 

(15.69) 

-.0148 

(-5.43) 

.0113 

(0.26) 

.0180 

(0.47) 

- .0587 
(-1.49) 

.99+ 

1.395*** 


Notes: See Table III. 
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TABLE II 


Estimates of Misspecified Estimating Equation for Model of Per Capita Cigarette Demand for 11 Countries 


Country 

Constant 

Lagged 

Consumption 

Per Capita Gross 
Domestic Product 

Relative 
Cigarette Price 

Health Scare 
Dummy 
Before 1953 

Health Scare 
Dummy 
1964-1973 

Advertising 
Ban Dummy 

R 2 

D.W. 

Australia 

.0259 

(0.03) 

.7666 

(6.50) 

1.489 

(2.74) 

- 

-.0884 

(-0.96) 

-.0700 

(-0.75) 

- 

.97 

2.763 

Canada 

2.691 

(2.20) 

.8538 

(9.39) 

.5905 

(1-51) 

-.00725 

(-1.08) 

-.2112 

(-2.34) 

-.0640 

(-0.87) 

-.0693 

(-0.74) 

.98 

2.387 

Finland 

.6716 

(1.91) 

.2368 

(1-04) 

.2706 

(3.48) 

-.00027 

(-0.09) 

- 

-.2836 

(-2.09) 

-.2089 

(-1-51) 

.70 

1.726 

France 

(1949-70) 

.7232 

(4.61) 

.3872 

(1.93) 

11.86 

(10.22) 

-.0029 

(-2.42) 

-.0671 

(-2.18) 

-.0396 

(-1.23) 

- 

.99 

1.488 

Italy 

.1623 

(0.57) 

-.5894 

(-2.08) 

1.6720 

(9.74) 

.0016 

(104) 

- 

-.0162 

(-0.50) 

.1000 

(2.76) 

.99 

2.379 

Japan 

2.463 

(8.29) 

.0362 

(0.13) 

.2058 

(6.49) 

-.0070 

("4.25) 

- 

-.0313 

(-0.60) 

-.0290 

(-0.51) 

.99 

1.923 

New Zealand 

4.167 

(1.30) 

.9595 

(9.97) 

-.0521 

(-0.07) 

-.0100 

(-4.46) 

-.0567 

(-1.20) 

.0344 

(0.40) 

.0050 

(0.06) 

.98 

3.155 

Sweden 

-.3901 

(-2.89) 

-.5717 

("2.31) 

9.455 

(17.46) 

.0030 

(1.85) 

- 

-.1472 

(-3.55) 

- 

.98 

1.959 

Switzerland 

(1950-69) 

2.629 

(3.08) 

-.3085 

(-1.24) 

.4876 

(15.19) 

-.0367 

(-4.24) 

.1383 

(1.36) 

-.3481 

(-3.06) 

- 

.97 

1.614 

United 

Kingdom 

2.906 

(4.46) 

.7598 

(5.59) 

-.1319 

(-1.23) 

-.0006 

(-0.08) 

- 

-.0422 

(-0.54) 

.1380 

(1.68) 

.90 

2.837 

West 

Germany 

-1.183 

(-0.12) 

1.0156 

(18.40) 

15.37 

(3.41) 

-.0081 

(-4.09) 

-.0578 

(-2.28) 

-.0084 

(-0.33) 

-.0702 

(-2.71) 

.99+ 

2.200 


Notes: See Table III. 
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TABLE III 


Estimates of Misspecified Structural Model of Per Capita Cigarette Demand, Pooled Samples 


Country 

Constant 

Autocorrelation 

Factor 

Per Capita Gross 
Domestic Product 

Relative 
Cigarette Price 

Health Scare 
Dummy 
Before 1953 

Health Scare 
Dummy 
1964-1973 

Advertising 
Ban Dummy 

R 2 D.W. 

Australia & 

New Zealand 

.6481 

(i.io) 

.8964 

(12.79) 

.6304 

(2.45) 

... 

- 

-.0414 

(-0.70) 

.0336 

(0.44) 

.95 2.434** 

Finland & 

Sweden 

1.058 

(0.92) 

.9706 

(25.19) 

.4603 

(1.87) 

-.0031 

(-1.44) 

- 

-.2219 

(-4.01) 

-.0154 

(-0.22) 

.91 2.474** 

France, Italy, 
Switzerland & 
West Germany 

4.646 

(2.04) 

.9866 

(49.07) 

.4492 

(1.23) 

-.0123 

(-3.81) 


-.1101 

(-1.76) 

-.0293 

(-0.24) 

.96 2.651 ft 

France, Sweden, 
United Kingdom 
& West Germany 

3.292 

(4.00) 

.9867 

(50.10) 

.3677 

(2.77) 

-.0045 

(-3.70) 

- 

-.0631 

(-2.62) 

.0917 

(2.01) 

.99+ 1.560*** 

Canada, France, 
Italy, Finland, 
New Zealand, 
Sweden, Switzer¬ 
land, United 
Kingdom & West 
Germany 

-10.88 

(-3.05) 

1.003 

.2373 

(1.42) 

-.0086 

(-6.06) 


-.1126 

(-3.47) 

-.0149 

(-0.38) 

.99 2.484ft 


Notes: fit D.W. statistical test was significant at 2% level of significance. 

ft D.W. statistical test was significant at 5% level of significance, 
j D.W. statistical test was significant at 10% level of significance. 

* D.W. statistical test was indeterminant at 10% level of significance and not significant at 5% level. 
** D.W. statistical test was indeterminant at 5% level of significance and not significant at 2% level. 
*** D.W. statistical test was indeterminant at 2% level of significance. 
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V. COMPARISONS OF COUNTRIES WITH AND WITHOUT 
ADVERTISING BANS 

The second approach was to compare countries. Countries that had banned 
broadcast advertising were compared to countries that had not. They also were 
compared to countries that had never permitted broadcast advertising. The goal 
was to see whether the trends in per capita consumption were different among 
those countries. Has consumption grown more slowly in those countries with ad¬ 
vertising bans in the broadcast media than in those that have not banned it? Has 
consumption grown more slowly in those countries that have never permitted 
broadcast advertising? The same statistical methods were used, only they were 
applied to the data for groups of countries, rather than to the data for each 
country individually. 

What I discovered by using this group approach was not substantially differ¬ 
ent from what I discovered by analyzing the countries individually (Table III). 
Income and the awareness of health hazards emerged as the most important in¬ 
fluences on per capita cigarette consumption. The effect of the advertising bans 
seemed even weaker than in the preceding approach. In almost no case were the 
estimated effects of the advertising bans shown to be statistically valid. Again, 
advertising bans did cause cigarette consumption to be lower than it otherwise 
would have been, the effect certainly was very small. 

VI. CONCLUSION 

In conclusion, is an advertising ban an effective policy for reducing smoking 
in order to improve the public health? Have advertising bans in the broadcast 
media been sufficiently effective that countries could further improve the public 
health by banning all cigarette advertising in all media? For those concerned 
with the adverse public health consequences of smoking, the goal must be to re¬ 
duce per capita cigarette consumption. In my study, I have examined the data 
for several countries that have banned broadcast advertising of cigarettes. This 
evidence revealed that such advertising bans in the broadcast media have had vir¬ 
tually no effect on per capita consumption. Certainly these bans have hot ac¬ 
tually reduced consumption. There is very little evidence that the bans have even 
slowed down the long-term upward trend in consumption. Consequently, ex¬ 
tending such bans to all other media would surely have equivalently small effects 
on consumption. I must conclude that a policy for eliminating all cigarette ad¬ 
vertising offers almost no hope of reducing smoking and improving public health. 

From my statistical analysis of consumption, the single most important in¬ 
fluence generally was income. Certainly it would not seem plausible to curtail 
personal income in order to reduce smoking. While cigarette prices did not seem 
to be a substantial influence, prices have declined relative to the prices of other 
goods. Since high prices generally discourage consumption, increasing tobacco 
taxes would keep the prices relatively high. 

The most important factor discouraging cigarette consumption has not been 
the ban on cigarette advertising. Rather, it has been the growing public awareness 
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of the potential health hazards of cigarette smoking. The major episodes in this 
evolving awareness occurred in the early 1960s with the publicity given to the 
major scientific reports connecting disease with smoking. In my statistical stud¬ 
ies, these episodes seem to have reduced cigarette consumption considerably be¬ 
low what it would have been in the absence of that publicity. 

The most effective policy for reducing per capita cigarette consumption 
seems to be to continue to increase public awareness of smoking hazards. No 
other influence on cigarette consumption offers any hope as a means for exert¬ 
ing strong downward pressure on consumption. Income growth cannot be halted. 
Price seems to have little effect. Advertising does not seem to be an important 
influence. Only the public awareness of health hazards remains. And the only ap¬ 
parent means of further raising public awareness is through educational cam¬ 
paigns. That conclusion sounds trite. Nonetheless, it seems to be the only means 
of exerting strong pressure on cigarette consumption. In my statistical studies, it 
was the only important factor depressing consumption. 

If agencies concerned with public health intend to spend money, time and 
emotional resources to enact government policies to reduce per capita cigarette 
consumption, then advocating an advertising ban would not seem to be the most 
effective use of those resources. Rather, that energy and that money could be 
used to advocate the allocation of government funds to support public educa¬ 
tional programs that would increase the public awareness of the health hazards. 
My perception is that such educational programs generally have received meager 
funding. Certainly their impact must be proportional to the funds they have. On 
the basis of my studies, I could not recommend that any public health agency 
spend its time advocating a government ban on cigarette advertising. 

The arguments for banning cigarette advertising seem based largely on as¬ 
sumptions and anecdotes about advertising, and on undocumented assertions 
about the effects of advertising on the consumption of other products. Certainly 
these form an uncertain basis for proposing or enacting public policy. The evi¬ 
dence that cigarette smoking is related to the incidence of disease is fundamen¬ 
tally statistical evidence. Similarly, the evidence that cigarette advertising in¬ 
creases smoking, and that a ban would decrease it, must be statistical. My study 
did not find such statistical evidence; perhaps my study is inaccurate. But, with¬ 
out such evidence, a public health agency that decided to advocate a ban would 
risk wasting its resources on an ineffective policy. 

APPENDIX 

Figure 1 is time series of per capita adult cigarette consumption in eleven 
countries for 1948-73. 

Tables l-lll report a representative selection of the statistical results of the 
study. Each pair of lines in a table contains the estimated coefficients of the 
multiple regression equation and the t-scores (in parentheses) for each coeffi¬ 
cient. The coefficients reported in Tables I and III have been estimated with a 
correction for autocorrelation. The D.W. column reports the Durbin-Watson sta¬ 
tistics. The coefficients in Table II have been estimated with a nonlinear estima¬ 
tion procedure based on a Taylor’s series expansion. 
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The misspecified structural equation for the model of cigarette demand was 

X,(t) = bi+ b 2 X 2 (t) + b3X 3 (t) + b&M + b s D 2 (t) + b 6 D 3 (t), 

representing for year t the per capita cigarette consumption (Xi), per capita gross 
domestic product (X 2 ), relative cigarette price (X 3 ), and three dummy variables. 
Since the developing awareness of the health hazards of smoking could not be 
quantified, I introduced dummy variables for two episodes in the evolution of 
smoking attitudes: the period prior to the early smoking and health studies that 
appeared around 1953 (Dj) and the period following 1964 (D^.The period of 
the advertising ban was represented as D 3 , also a nonquantifiable dummy vari¬ 
able. 

The misspecified estimating equation was calculated from the correctly 
specified structural equation. It was 

X t (t) = bj+ XX 2 (t- 1) + b 2 X 2 (t)- Xb 2 X 2 (t- 1) + b 3 X 3 (t)- Xb 3 X 3 (t- 1) 

+ b 4 D 1 (t) + b 5 D 2 (t) + b 6 D 3 (t), 

where the only difference is the inclusion of observations, Xi(t- 1), X 2 (t- 1), and 

x 3 (t-i). 
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PLANNING, DEVELOPMENT AND EVALUATION OF A SPECIAL SMOKING AND HEALTH 
PROGRAMME FOR PUPILS AGED 12-13 TEARS 


A. Hauknes, Head of Division 
P.M. Ldchsen, Information Officer 
L.E. Aar£, Research Officer 
National Council on Smoking and Health 
P.O. Box 8025 Dep., 0030 
Oslo 1, Norway 


Attitudes towards and ideas concerning health-habits and the mode of living 
exist in what may be called the culture of the society. As far as smoking 
is concerned, it can be said that a culture with a negative attitude towards 
smoking produces few smokers who make a late debut, and a culture with a 
positive attitude towards the habit produces a large number of smokers who 
start smoking early. We now recognize the important fact that the. habit 
shows a social-psychological pattern of existence, with its foundation in 
the growing-up environment. Therefore anti-smoking programmes must be 
directed at the whole environment at once; that is to say, the home, the 
immediate environment and the society in general. The measures employed 
must be varied and should include education, restrictions, and help to 
quit. The different measures must be coordinated, and balanced. 


THE BACKGROUND OF A SPECIAL SMOKING AND HEALTH PROGRAMME FOR SCHOOLS 

In 1975 the National Council on Smoking and Health began an extensive 
follow-up study in order to clarify the extent of smoking in the Norwegian 
basic school (1,2). 

The trend in smoking habits rose from about 2% daily smokers for both sexes 
at age 12, to 22% for boys and 28% for girls at age 15. The average 
consumption was 7.1 cigarettes a day for boys, and 6.5 a day for girls. A 
similar study in 1980 showed that the proportion of daily smokers among 
girls had dropped to 21%. 


THE TIME TO START ANTI-SMOKING EFFORTS 

An important question to be solved before starting the work on an 
anti—smoking campaign is at what age smoking can be opposed most 
effectively. To prevent children from taking up the smoking habit, 
anti-smoking efforts must reach them before the habit is established. 
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TABLE 1. SMOKING 

HABITS BY 

AGE AND 

SEX, 1975 



Per cent 

Per 

cent 

Per 

cent 


daily 

occasional 

nonsmokers 


smokers 

smokers 

who 

have tried 





to 

smoke 

Age 

Boys Girls 

Boys 

Girls 

Boys 

Girls 

12 

2.3 1.5 

25.6 

22.0 

44.3 

36.6 

13 

6.6 7.0 

28.7 

28.9 

44.7 

38.6 

14 

16.4 16.5 

29.2 

34.2 

39.8 

32.3 

15 

22.5 28.3 

24.0 

30.3 

40.0 

29.2 


Results from the project described above suggest that, in Norway, the 
critical age is 12-13 years. A strong increase in the percentage of daily 
smokers is observed among both boys and girls across the age-group 12-15 
years. 



FACTORS WHICH INFLUENCE THE CHILDREN'S SMOKING 

Studies from several countries confirm that the probability of becoming a 
smoker increases markedly when father smokes, mother smokes, older siblings 
smoke, best friend smokes, and when the child is permitted by the parents to 
smoke (as opposed to parental restrictiveness towards children's smoking). 
The Norwegian 1975 study showed that when both parents smoke, and they 
permit the children to smoke, 672 of the boys and 782 of the girls aged 15 
are daily smokers. When neither of the parents smoke, and the children are 
not permitted to smoke, the figures drop to 92 among boys and 112 among 
girls. The results from the 1980 study were almost identical (2). 



THE STRUCTURE OF THE PACKAGE FOR ANTI-SMOKING PROGRAMMES IN SCHOOLS 

The objectives for the programme and the pedagogic principles on which this 
programme was based, put great emphasis on the immediate effects of smoking 
on the organism, and on the modern debate on pollution and waste of 
resources. One important part of the programme was intervention in the 
social network of the pupils through their parents, another was active 
involvement of the pupils in tobacco and health education by asking them to 
write an essay on smoking and health. 

The first edition of the "package" contained a folder for the pupils, 
describing the immediate effects of smoking on the organism, smoking as a 
form of self-pollution and tobacco growing as a waste of agricultural 
resources. Another folder was directed at the parents, telling them that an 
anti-smoking campaign at school would probably have no effect without their 
active participation and support. The "package" also included a teacher's 
guide emphasizing experiments showing that the pupils' active participation 
in a programme increases the probability for attitude changes. 


I 
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FIELD EXPERIMENTS AND EVALUATION 

Two field experiments were carried out to test the effects of the material 
and the total school campaign. The first of the experiments was designed 
especially to test the short-term effect of the campaign on the smoking 
behaviour of the pupils. Twenty-two schools in a rural district were divid¬ 
ed into four groups. 

In the first group of schools the pupils were only given the folder prepared 
for use in the classroom. In the second group of schools, the pupils were 
given the folder and asked to write an essay on smoking and health. In the 
third group, the pupils read the folder but did not write an essay. Instead 
the parents were involved. In the fourth group, the pupils were the object 
of a complete integrated programme (folder, essay, parents). 

In group no.4 the reduction in total cigarette consumption (21%) 
immediately after the campaign was more than three times that achieved in 
group no.l (6%). In the two other groups the reduction in use of 
cigarettes lay somewhere in between that achieved in groups 1 and 4 (3). 


OUR CONCLUSIONS ARE AS FOLLOWS: 

(i) It is possible to achieve a reduction - at least on a short-term basis 
- in the use of cigarettes among school children. 

(ii) The design of the campaign is of vital importance, and even "small" 
improvements may lead to increased effect on the children's smoking 
habits. 

After the evaluation of the first field experiment, which also included 
interviews with parents and teachers, the material was changed and 
"improved” considerably. 

The long-term effect of the revised material and campaign has been tested 
out in a second field experiment conducted in an urban-rural area. It was 
concluded that the campaign had a certain long term effect on children who 
smoked occasionally. In the first half year after the campaign, smoking 
rates in fact decreased, though an increase would have been expected at this 
level. In the next six months the total percentage of smokers increased at 
a lower rate than expected (3). 


FINAL CONCLUSIONS 

In Norway, a hopeful trend has appeared in recent years in the development 
of smoking habits of children and youth. The nation-wide studies in 1975 
and 1980 confirmed a substantial reduction in the percentage of both daily 
and occasional smokers. Girls have reduced smoking even more than boys 
after a long period of increase. 

Some possible explanations of this new trend are an increase in general 
health information in Norway, and a more active involvement by schools, 
teachers and parents in anti-smoking education. It should also be noted as 
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an important factor that a Tobacco Act (including a ban on advertising) 
entered into force in 1975 and took away the opportunity to glamourize 
smoking (4). 

A partial explanation may be that the more negative attitude towards smoking 
which has developed in recent years looks more positively upon anti-smoking 
measures. It is also possible that the education campaigns and programmes 
have improved in content. In our opinion the key to further improvement 
lies in learning from empirical evaluation studies, and from theories on how 
to influence . attitudes and behaviour, based on principles of social 
psychology. 
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COMMENTARIES 

Why children start smoking 


The Social Survey* Division of the Office of Population Censuses and Surveys carries out a wide range of 
surveys for British government departments. In December 1990 HMSO published a report on Why Children 
Starr Smoking* by Eileen Goddard. We publish here a brief summary of what the publication shows, and three 
commentaries on it. 


Why children start smoking 

From Eileen Goddard (OPCS, London) 


Introduction 

The Social Survey Division of the Office of 
Population Censuses and Surveys carries out a wide 
range of nationally representative continuous and 
ad hoc social surveys for government departments. 
In the smoking field, the General Household Survey 
has, in alternate years since 1972, provided key data 
for monitoring changes in the prevalence of ciga- 
rene smoking among the adult population, and 
biennial surveys of smoking among secondary 
school children have been carried out since 1982 to 
provide similar information for 11-15-year-olds. 

The survey reported here was carried out for the 
Department of Health. A sample of secondary 
school children was interviewed three times—in 
1986, 1987 and 1988, when they were at the 
beginning of the second, third and fourth years, 
respectively. The aim of the survey was to see which 
of a range of factors were most closely associated 
with children starting to smoke. 

The full report Why children start smoking, by 
Eileen Goddard, was published by HM SO in 1990 
(ISBN 0 11 69i327 4), and is available from HMSO 
bookshops and through good booksellers, price 
£12.85. 


Summary of main findings 
The survey results show that the onset of smoking in 
children aged 12-14 is seldom a single distinct event 
and that children’s smoking behaviour is much more 


erratic than adult smoking. There is not, in general, 
a steady progression from smoking occasionally to 
smoking regularly and then to increasing consump¬ 
tion. The behaviour of some children undoubtedly 
does fall into this partem, but that of the majority 
does not. 

It seems equally likely that children’s attitudes 
towards smoking art intrinsically different from 
those of adults—comparatively more intuitive, less 
rational, less stable and probably even less closely 
related to behaviour. 

The report identifies a number of risk factors 
associated with starting to smoke—pre-existing 
characteristics which were more likely to be found 
among those who subsequently started to smoke 
than among those who did not. The most important 
of these can be summarized as follows: 

(1) being a girl; 

(2) having brothers or sisters who smoke; 

(3) having parents who smoke; 

(4) living with a lone parent; 

(5) having relatively less negative views about 
smoking; 

(6) not intending to stiy on in full-time education 
after 16; 

(7) thinking that they might be a smoker in the 
future; 

Analysis is presented which shows that apart from 
parental smoking, which only has an effect if 
siblings do not smoke, ail these characteristics were 
associated independently with starting to smoke, 
and that their independent effects were til fairly 
small and of similar magnitude. This can be 
interpreted as confirming that there is no simple 
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explanation of why children start to smoke—many 
factors are involved. The fact that sex has an 
independent effect as strong as that of most of the 
other characteristics shows that the greater propen¬ 
sity of girls in this age group to start smoking than 
boys cannot be attributed to differences in any of 
the other-factors identified from the survey data. 

Other points of interest 
• Attitudes to smoking 

AJthough there is an association between smoking 
experience and attitudes, even among smokers the 
majority appear to have very negative views about 
the possible consequences of smoking. Insofar as 
pupils did have less negative views, these were 
manifested as thinking that smoking would help 
them to avoid undesirable things, rather than that it 
would make nice things more likely to happen. 

Most children say that they do not want to be 
smokers in the future, although quite a proportion 
of them are realistic enough to admit that they 
probably will be. Most children who thought they 
would be smokers either wanted to be non-smokers 
or wanted to smoke less than they thought they 
would. 

Pupils* expectations of their likely future smoking 
were unrealistically optimistic—many more were 
smokers at Wave 3 than thought 2 yean earlier that 
they would be. 

s 

Self-image 

An attempt was made to look at differences in 
personality between those who started to smoke and 
those who did not, but the general picture seems to 
be that at this age, there are greater differences 
between boys and girls than there are between 
smokers and non-smokers. 


The role of the family 

Non-smoken with siblings who smoked were much 
more likely to start smoking during the survey than 
those with non-smoking siblings. Girls appeared to 
be somewhat more susceptible to the influence of 
siblings than were boys. 

Parents' smoking behaviour has little effect on 
children’s smoking if there axe siblings who smoke, 
but does have an appreciable influence if there are 
no siblings who smoke. 

In spite of the association with parental smoking 
for both boys and girls in two parent families, the 


group most likely to have started to smoke berwe 
Wave l and Wave 3 were those in lone pare 
families, regardless of whether or not that pare 
was a smoker. 

The overwhelming majority of pupils said Lb 
their families would stop them smoking or would t 
to persuade them not to smoke. This was true ev 
in families where both parents were smoke 
indicating than many children are being told no: 
smoke by parents who smoke themselves. 

Over half of all current smokers at Wave 
thought that their parents did not know Lb 
smoked—and they were much more likely to ke 
their smoking a secret if their parents did not smo 
themselves. This inclination to secrecy was mu 
more evident among girls than among boys. 


The role of advertising 

The data lend some support to the view that tobac 
advertising promotes smoking among young peep 
but the effect appears to be small in compans 
with some of the other influences on children, su 
as the example set by parents and siblings. 

Cigarette advertising does not appear to 
particularly successful in recruiting smokers 
particular brands—although Silk Cut was the br< 
whose advertisements were most recognized a 
liked, it was the usual brand of only one in 
smokers, whereas five times as many smei 
Benson & Hedges. 

Eileen Godd* 

OPCSy 

St Catherine's House, 

10 Kingnoay, 

London WC2B 6JP 


Why children start smoking—the health 
education challenge 

From Amanda Amos (Department of Ccmmur. 
Medicine, Usher Institute, Edinburgh) 


Introduction 

Nearly all young adolescents have very nega, 
attitudes towards smoking, yet by the time they 
15 around a fifth of British schoolchildren 
regular smokers. 10 Altogether an estimated ! 
million 11-15-year-olds in the UK are regular 
occasional smokers. Although smoking am 
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has declined in recent years, 2 it 
remains a major problem. 

The reasons why children start to smoke and the 
factors which Influence whether they go on to 
become regular smokers have been the focus of 
oumerous research projects over the last 25 years. A 
multiplicity of factors have been identified as being 
involved in the process of becoming a smoker. 
These range from personal and individual factors 
such as knowledge, attitudes, beliefs and values, 
through to aspects of both the personal and social 
environment including friends, school and re¬ 
sources, and the wider social and cultural environ¬ 
ment. 4 * 4 A greater understanding of this process has 
led to major changes in the content, emphasis and 
approach of programmes aimed at tackling this 
problem. One of the most important changes has 
been a move away from the more traditional didactic 
educational interventions, which focused almost 
exclusively on the long-term health consequences of 
smoking, towards more child-centred approaches 
which use participatory learning methods to enable 
attitudes, values and beliefs to be explored, and 
decision making skills to be enhanced. 5 * 7 * 1 A second 
major change has been the recognition that educa¬ 
tional programmes, no matter how well designed, 
cannot address all the factors which influence this 
behaviour. It has been argued that a major reduction 
in childrens smoking will only be achieved if health 
education is located within comprehensive health 
promotion programmes which also address the 
wider social and environmental factors such as 
tobacco promotion and the availability of ciga- 
^ettes, 5 • , Whilst research has led to the development 
of more effective health education programmes, 
many questions remain unanswered. Of particular 
concern has been the recent change in smoking 
patterns between boys and girls, with smoking 
becoming more widespread among teenage girls 
than boys. This has raised questions about how 
current educational approaches might be modified 
in order to increase their effectiveness in reducing 
the onset of smoking, particularly amongst young 
women. 

The recent OPCS study Why Children Sum 
Smoking, 1 attempted to answer some of these 
questions by following a group of 11-year-old 
British schoolchildren for 3 yean in order to assess 
the relative importance of selected personal, social 
and environmental factors as predictors of starting 
to smoke. The methodological problems encoun¬ 
tered in investigating somewhat unstable attitudes 
and behaviour patterns in young people, and the 


limitations of quantitative methods, resulted in the 
study perhaps revealing less about the process than 
the investigators might have originally hoped. How¬ 
ever, some of the findings carry implications for 
health promotion and health education. Overall, 
they, lend support for the broad approaches cur¬ 
rently advocated. This article will consider what 
'light these findings shed on when smoking education 
should take place, wbat it should involve, who 
should be involved, and whether different ap¬ 
proaches should be used with girls. 

Timing 

Smoking education needs to start at an early age as 
39% of children have already tried smoking by the 
beg innin g of their second year at secondary school 
(11-12-year-olds). The importance of reaching 
children before they try their first cigarette appears 
to be particularly important for girls as, although 
experimentation rates for boys and girls were the 
same, girls were much more likely to continue 
smoking than boys. 

Content and approach 

Increasing children’s knowledge about the health 
effects of smoking is unlikely, on its own, to be 
sufficient to stop many of them taking up the habit. 
For example, nine out of ten second year students 
felt that they would be more likely to start getting 
lung cancer and less likely to feel really healthy if 
they were regular smokers rather than non-smokers 
when they were 15. Even among smokers the 
majority appeared to have very negative views about 
the possible consequences of smoking. This does not 
imply that developing negative attitudes about 
smoking should not be part of health education 
programmes. Indeed, the study found that having 
relatively less negative views about the future 
consequences of smoking was a risk factor. It 
appeared that smoking was seen not as bringing 
positive benefits, but rather somehow helping avoid 
the problems of growing up such as upsetting 
people, feeling miserable and feeling left out of 
things. Thus, health education programmes should 
attempt to help young people develop their social or 
‘life skills' so that they can deal with the problems of 
adolescence in ways which are more constructive 
and healthy than that of taking up smoking. This 
would also seem to be an argument in favour of 
locating smoking education within a broad school 
health education programme which addresses a wide 
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rings of adolescent issues and problems rather than 
having one-off topic specific sessions. 

In designing these programmes attention needs to 
be given to the picture of the process of becoming a 
smoker revealed by this study. Both smoking 
attitudes and behaviour were unstable. Adult no¬ 
tions of being a smoker, ex-smoker or non-smoker 
do not appear to apply as rigidly to this age group. 
Most children do not see themselves as being 
committed smokers or noa-smokers. Rather, it 
appears that smoking is not a well thought out 
behaviour, but is more opportunistic in nature. 
Thus, addressing children as smokers or noa- 
smokers may have little meaning for children at this 
age and the experimental, erratic nature of most 
smoking experience needs to be borne in mind. 
Thus, exploring with children the reasons why they 
might accept and smoke a cigarette in certain 
situations, and helping them to develop ways of 
dealing with such situations might be more produc¬ 
tive than focusing solely on the more long-term 
costs and benefits. 


Target groups 

The importance of starting smoking education at an 
early age has already been identified. These pro¬ 
grammes need to continue throughout the school 
curriculum and should take into account the differ¬ 
ent stages of smoking experimentation and the 
psychosocial needs of different children at different 
ages. The influence of parents smoking habits on 
children suggests that extending school health 
education programmes to involve parents may bring 
considerable benefits, particularly if the parents 
themselves can be helped to give up. Indeed, some 
programmes have already been developed which 
involve both children and their parents, and have 
been found to reduce uptake amongst children and 
increase cessation amongst parents, 1 *’ 11 

There seems to be little benefit in trying to target 
smoking education only to those children who are at 
most risk of becoming smokers. However, it is 
important for programme designers and teachers to 
bear in mind that certain young people, in particular 
those whose parents or siblings smoke, who come 
from single parent families, who are low educational 
achievers and who are generally ‘misfits', are more 
likely to start smoking. 

The single most important predictor of smoking 
was being a girl and it is disappointing that the study 
was unable to distinguish the reasons for this. 


Indeed, they concluded that noae of the other r 
factors identified in the study explained the grez 
propensity of girls to start smoking than b; 
However, the study did reveal some potenu; 
interesting differences between boys and girls in t 
age group. Girls showed the same level of exp< 
mentation as boys, but once they bad triec 
cigarette they were more likely to become $mok< 
Girls also seemed to be more dependent at lo' 
consumption levels than boys in that they percei* 
greater problems in giving up and more cravin; 
deprived of cigarettes. Girls of this age had a poc 
self-image than boys seeing themselves as being i 
self-confident, mature and socially skilled (thoi 
this was not related to smoking behaviour). T 
were also more secretive about their smoking 
more influenced by other people's smoking hat 
These findings are consistent with the wic 
expressed view that girls use smoking more as a 1 
to deal with feelings and emotions, particular!; 
areas where they feel they lack self-coofidenc( 
where they want to ‘fit in'. 4 It would have fc 
interesting to know whether peer pressure, or ha' 
a best friend or friends who smoked was more o 
influence on girls than boys. This factor was 
included in the study as it was felt that friends v 
a less important influence at the early stage* 
smoking. However, it is well known that girls t 
to associate with boys who are older than themse 
and this, therefore, might have a differential ef: 
as has been found in at least one previous srnc 
Different research methodologies probably nee 
be used, in particular qualitative studies, if we ' 
to gain a deeper understanding of the re la 
importance of these influences. These, in r 
should help inform the design of health educa 
initiatives, and answer questions such as should 
and boys receive separate smoking education. 


Scope of programmes 
Finally, the study's findings strongly support 
need for a comprehensive tobacco control pol 
Smoking at this age is opportunistic. It seems Lu 
that if obtaining cigarettes was made more diffi 
through enforcement of the law on sales of tob 
usd increased taxation, this would lead to a re 
tion in children starting. Initiatives which re 
adult smoking, including education, cessation 
port, increased taxation and increased non-smo 
areas, would result in fewer children growing i 
homes and environments where smoking was se 
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, acceptable* Finally, the study supports evidence 
from previous research showing that cigarette ad¬ 
vertising aod promotions reinforces smoking 
amongst young people, and may well increase 
uptake* 13,14 Clearly, cigarette promotions should be 
banned* 


Amanda Amos 

Department of Community Medicine, 

Usher Institute, 

University of Edinburgh Medical School, 

Tcviot Place, 

Edinburgh EH8 9AG 
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Is taking up smoking ft reasoned action? 

From Stephen R. Suaon (Institute of Psychiatry, 
Imperial Cancer Research Fund Health Behaviour 
Unit, London), 


Introduction 

We have come to expect a high standard of research 
from the Social Survey Division of OPCS, particu¬ 
larly in the area of smoking, and this report is no 
exception. It describes a longitudinal study in which 
a large sample of children were followed from the 
beginning of their second year in secondary school 
through to the beginning of their fourth year, with 
three waves of data collection. The study focuses on 
the role of attitudes and expectations in the process 
of uptake of smoking and, like the earlier OPCS 
study of adult smokers (Marsh & Matheson, 1983), 
it was guided by a particular theoretical approach, 
the Theory of Reasoned Action (Ajzen 8c Fishbein, 
1980), This approach has been used in a number of 
studies of smoking which I have reviewed elsewhere 
(Sutton, 1989b). The report contains a wealth of 
information about this and many other aspects of 
children’s smoking and it is not possible to do full 
justice to it in the limited space available here. In 
this commentary I will therefore discuss some of the 
highlights of the report in terms of five questions 
that are of particular interest to me and, I hope, to 
others in the smoking field. 


Are children’s self-reports valid? 

A particularly valuable feature of the study is that it 
incorporated t biochemical measure of smoke expo¬ 
sure (saliva cotinine), as well as measures of 
attitudes and behaviour. An important reason for 
including saliva cotinine measures is to check the 
accuracy of self-reports. It is reassuring, then, to 
learn that fewer than 1% of children were reclassi¬ 
fied as possible smokers by virtue of having 
suspiciously high levels of cotinine. Thus, in so far 
as saliva cotinine can be used to validate self- 
reports, it appears that under the conditions in 
which they were elicited in this study, children’s 
self-reports of their smoking can be accepted at face 
value. 

Of course, saliva cotinine has its limitations as a 
validity criterion. In particular, it is not possible to 
distinguish between the low levels arising from 
passive smoke exposure from those that might result 
from occasional smoking. Furthermore, it is not 
possible to detect over-reporting of smoking which 
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might be an expression of 'bravado* on the pan of 
children who wish to portray themselves as experi¬ 
enced in illicit behaviour. 

The conditions under which self-reports are 
obtained are likely to be of crucial Lmponance, In 
this study the saliva samples were collected while 
the children were filling in the questionnaire, their 
purpose having been explained at the beginning of 
the session. This may have encouraged the children 
to report their smoking more honestly through the 
expectation that the researchers would be able to 
check their claims. It is not possible to tell from this 
study whether this effect was present or not. An 
earlier OPCS survey of schoolchildren (Goddard, 
1989) incorporated a test of the effect of saliva 
collection on reported prevalence, but the findings 
were inconclusive. 


Art children ‘hooked* after one cigarette? 
Analysis of adults’ retrospective reports about their 
smoking experiences leads to the startling conclusion 
that 1 ... of those who smoke one cigarette, about 
70% ... go on to smoke regularly for 5 years or more’ 
(RuSseil 1990, p. 295). It is possible that this figure is 
inflated by adult non-smokers tending to forget that 
they had tried a cigarette in adolescence or perhaps 
feeling that smoking the odd cigarette many years 
previously does not really count as having smoked. 
Longitudinal studies of the uptake of smoking should 
yield stronger dau oa this question. Over the 2-year 
period covered by the OPCS study, approximately 
48% of those pupils who had tried smoking once by 
Wave 1 apparently did not smoke again (calculated 
from Table 3.4, p. 15). This is an important finding, 
suggesting that trying a single cigarette is not 
inevitably followed by rapid escalation to regular 
smoking. [By comparison, the proportion of Wave l 
never-smokers who remained never-smokers at 
Wave 3 (Le. who did not smoke during the 
intervening 2-year period) was 64%.] 

It would be valuable to have more detailed data 
on changes in smoking habits over a longer time 
period, ideally extending into early adulthood, so 
that the full set of transition probabilities could be 
estimated. Of course, it is difficult to interpret such 
dau in terms of the effect of smoking a single 
cigarette. Trying a cigarette for the first time is a 
complex learning experience. It is certainly plausi¬ 
ble that the first experience of smoking a cigarette 
produces cognitive changes (e.g. changes in self- 
image, changes in belief* about the effects of 
smoking) that endure long enough to increase the 


likelihood of trying a second cigarette should the 
opportunity arise. This process is unlikely to be as 
simple as trying smoking, finding you like it, and 
wanting to try it again. On the other hand, it is also 
conceivable that those factors that increase the 
chances of trying a first cigarette by some given age 
also increase the likelihood of smoking (again) 
within a given subsequent time period. That is, if 
you are predisposed (because of background, per¬ 
sonality, attitudes, circumstance or opportunities) 
to try a cigarette, you may be similarly predisposed 
to smoke again. The OPCS data potentially could be 
used to examine these two possibilities. 


What do children believe about smoking and 
health? 

The measures of attitudes and beliefs used in this 
study were based on the Theory of Reasoned 
Action. This highly influential theory of attitudes 
stresses the Lmponance of individuals’ beliefs about 
the personal consequences of a particular course of 
action. At both Wave 1 and Wave 2, the children 
were asked how likely each of a series of 24 
outcomes would be if they were a regular smoker at 
age 15 and if they didn’t smoke at all They were 
also asked how much they cared about each 
outcome. With regard to the health-related out¬ 
comes, 92% of children at Wave I said that they 
would be less likely to 'feel really healthy’ if they 
were a regular smoker at age 15 than if they were a 
non-smoker, 87% said they would be more likely to 
‘start to get lung cancer', and 79% said they would 
be more likely to 'get out of breath’ (Table 4.1, p. 
17). The proportions of pupils who said that they 
'cared a lot' about these things were 97,94 and 83%, 
respectively (Table 4.3, p. 19). There is not much 
evidence here for the view that children of this age 
do not appreciate the health risks of smoking. 
Among the other outcomes, 'get fat' produced an 
interesting split: 19% thought they would be less 
likely to get fat if they were a regular smoker at 15 
while 39% thought they would be more likely to get 
fat. In the tables reporting these results, smokers 
and non-smokers were not distinguished. 

Overall, attitudes changed very little between 
Waves 1 and 2, but there was a marked shift over 
the second half of the study in the direction of 
becoming less unfavourable to smoking. Unfortu¬ 
nately, the interpretation of these findings is com¬ 
plicated by changes in the wording of the attitude 
questions at Wave 3. 
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Vrc changes in attitudes followed by changes in 
xhaviour? 

\ question of longstanding interest among social 
^^ychologists is the relationship between attitudes 
behaviour. To what extent, and under what 
;ooditions, do attitudes influence behaviour and 
vice versa? If measures of attitudes and behaviour 
ire obtained on the same subjects at two time points, 
then it is possible, in principle, to examine the 
relative sues of ^hc attitude-to-behaviour and the 
behaviour-to-attitude links (as well as the stability 
effects of attitude-to-attitude and behaviour-to- 
bebaviour). This analysis assumes that the time lag 
is an appropriate one, and, as in any attempt to draw 
causal inferences from correlational data, that other 
relevant variables have been included in the modeL 
The OPCS report stops short of such an analysis, 
but it nevertheless provides some data of interest on 
this issue. 

One section of Chapter 4 examines the hypothesis 
that a change in attitudes between Wave 1 and Wave 
2 would be related to behavioural change between 
Wave 2 and Wave 3. Children who had never 
smoked at ail at Wave 2, but had taken up smoking 
by Wave 3 were somewhat (though not signifi¬ 
cantly) more likely to have developed more positive 
views about smoking between Wave 1 and Wave 2. 
However, there was no evidence of any similar 
change amoag those who had tried smoking once 
between Waves 2 and 3, nor among those who had 
tried smoking by Wave 2 and had subsequently 
jaken up smoking (Table 4.18, p. 25). The author 
^concludes: 


These data in themselves do not provide a 
sufficient basis to allow the Fishbein theory of 
reasoned behaviour to be discounted, although 
they do show that it is virtually impossible to test 
on this population. It may well be the case that a 
decision to have a cigarette is preceded by a 
change in attitude, but if the two events are close 
together in time, then the survey would be likely 
to show it as accompanying a change in behav¬ 
iour, rather then preceding it (p. 25) 


On the other hand, in the multivariate logit analysis 
reponed in Chapter 8 among those pupils who had 
never smoked at Wave 1, attitudes at Wave l was 
one of the factors found to have an independent 
effect on subsequent behaviour (whether or not they 
had taken up smoking by Wave 3). 


Can children predict their future smoking 
status? 

All pupils were asked whether, by the time they 
were 15, they would be ‘a regular smoker, an 
occasional smoker, or someone who does not smoke 
at all?'. Although the children underestimated the 
chances that they would become a smoker, their 
expectations were predictive of future smoking 
behaviour. Overall, those who predicted at Wave 1 
that they would be a smoker at age 15 were almost 
four times more likely to be a current smoker at 
Wave 3 than those who predicted that they would be 
a non-smoker (calculated from Table 4.22, p, 26). 
This is a sizeable effect by any standards in the 
smoking field. Expectations remained predictive 
even when initial smoking experience was con¬ 
trolled, although the effect was attenuated Further¬ 
more, in the multivariate analysis in Chapter 8, 
expectations at Wave 1 had the largest independent 
effect on outcome. The other ‘risk factors* for taking 
up smoking were: being a girl, having brothers or 
( sisters who smoke, having parents who smoke, living 
in a lone parent family, having less negative 
attitudes about smoking, and not intending to stay 
on in full-time education after 16. 

A number of longitudinal studies of children’s 
smoking (reviewed in Sutton, 1989b) have also 
found that expectations predict behaviour. Some of 
these studies used very long follow ups. In the 
National Institute of Education (1979) study, for 
example, adolescents' self-prediction of their future 
smoking status was found to be the best predictor of 
actual smoking sums 5 years later. Expectations 
have been shown to predict other smoking behav¬ 
iours, too. In particular, abstinent subjects' self- 
efficacy expectations predict subsequent relapse, at 
least in the short term (Sutton, 1989a), As before, 
there are two possible explanations. Either expecta¬ 
tions themselves influence future behaviour (an 
example of a 'self-fulfilling prophecy*); or expecta¬ 
tions and behaviour have common or correlated 
causes. 

The OPCS data also suggest that expectations 
change over time in the obitnct of behaviour 
change. For example, among those pupils who were 
categorized as consistent smokers (regular or occa¬ 
sional smoker at all three waves), the proportion* 
seeing themselves as future regular smokers rose 
from 16% at Wave 1 to 49% at Wave 3 (Table 431, 
p. 30). In the author's words, ‘Smokers apparently 
became more resigned to being smokers..., and 
non-smokers became more confident about their 
ability to remain as such' (p. 27). 
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Conclusion 

If we consider the risk factors for taking up smoking 
that have been identified in the OPCS study, it is 
evident that although we know something about who 
starts smoking, we still know relatively little about 
why they start. For example, knowing that 'being a 
girl* is an independent risk factor for starting to 
smoke, at least in the restricted age-range studied in 
this report, means that we can, if we wish, target this 
half of the school population with measures.aimed at 
reducing or postponing the uptake of smoking. 
What it doesn’t tell us is what we should be putting 
into such programmes. We need to know why more 
girls than boys take up smoking. With the possible 
exception of ‘attitudes’, the same can be said for 
most of the other risk factors. Given the likely 
complexity of the processes involved, even a study 
with the relatively sophisticated methodology of a 3- 
wave longitudinal design cannot be expected to 
provide more than a few helpful clues concerning 
the factors associated with starting to smoke. It is 
therefore not a criticism of this study to say that it 
raises as many questions as it anwen. What we need 
now is more finely-grained process research de¬ 
signed to disentangle alternative explanations for 
these consistently observed relationships. 

Stephen R. Sutton 

Institute of Psychiatry, 

Imperial Cancer Research Fund 
Health Behaviour Unit, 

National Addiction Centre, 

Addiction Sciences Building, 

4 Windsor Walk, 

London SES 8AF 
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Why children start smoking: the need for 
comprehensive tobacco control policy 
Prom Ann McNeill (Health Education Auihorit 
Hamilton House, London) 


The majority of smokers take up the habit duric 
adolescence, and identifying those children mot 
likely to become smokers has been the focus c 
numerous studies. I rather hope that the large-scai 
longitudinal study described by Goddard in Wh m 
Children Start Smoking 1 will bring the search t 
identify such children to an end. Goddard cod 
eluded that there is no simple explanation for wh 
children start to smoke and that instead man 
factors are involved. This conclusion reinforces th 
findings of most previous studies in this field. 

Let us take stock of what this means for smokia 
prevention beginning with those factors that God 
dard identified as playing a role, albeit a small one 
in smoking uptake. 

Thinking that one might be a smoker in the futur 
and having siblings or parents who smoke predicts 
the later uptake of smoking. Such variables are . 
product of the acceptability and prevalence o 
smoking in society. The implications of this are 
obvious. More resources and time need to be pu 
into reducing adult smoking prevalence before w 
can legitimately expect to see major declines u 
smoking uptake. 

Three other factors emerged which suggest pos 
sible targets for smoking education: being a giri 
living with a lone parent and anticipating no 
staying on in full-time education after age 16. 

At a given level of consumption, girls were fourn 
to be more likely to be dependent on cigarettes thai 
boys. This increased dependence could be eithe 
psychological or pharmacological, but it- couic 
explain why the girls were more likely to continu 
smoking than boys. 

An overwhelming majority of the pupils knew th< 
health risks of smoking and had negative attitude 
towards the habit. Despite, this, many still took uj 
smoking and having relatively less negative view 
about smoking was a predictor of this. It is really no 
surprising that, for adolescents, other factors ma; 
override general attitudes and health beliefs abou 
smoking. Adolescence is a rapidly changing phase it 


Source: https://www.industrydocuments.ucsf.edu/docs/tyhlOOOO 
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widely from day to day. Having being tempted to try 
a few cigarettes, it is likely that more than half such 
triers will go on to further experimentation with 

cigarettes. 2 

Regular smoking for both boys and girls appeared 
to be particularly tenacious. Eighty-two per cent of 
regular smokers at the first survey were still 
smoking at the second, and 89% of regular smokers 
at the second were still smoking at the third. 
Furthermore, 61% of smokers at the third survey 
reported having tried to give up smoking for good 
and failed. These results confirm those found 
elsewhere 3 and it has also been demonstrated that 
children learn to inhale nicotine from a very early 
stage in their smoking careers. 4 It seems likely, 
therefore, that pharmacological factors play a role in 
this persistence of the adolescent smoking habit. It 
is disturbing that another generation of cigarette 
smokers is already waiting in the wings. 

In addition to the possible targets for health 
education mentioned earlier, Goddard highlighted 
other courses of action which would play a role in 
decreasing smoking uptake. First, decreasing the 
availability of cigarettes. She points out that the 
three most popular brands were all available in 
packets of ten, making them more: affordable to 
children with little money. Perhaps packets of ten 
cigarettes should be outlawed in addition to single 
cigarettes. Secondly, an advertising ban—these data 
lend yet more support to the view that tobacco 
^ advertising promotes smoking among young people. 
V Greater awareness of cigarette advertising was 
associated with a slightly increased likelihood of 
starting to smoke. Thirdly, increases in taxation 
which have beeo demonstrated elsewhere to affect 
children’s smoking. 

Although all possible predictors were not mea¬ 
sured in this study, it is clear that we have a very 
comprehensive picture of what needs to be done to 
prevent more children from taking up smoking. Of 
course, further finely-tuned analyses or research 
might throw more light on the subject, but it is 
difficult to see how the results of such analyses 
could radically alter the course of action outlined 
above. For example, one of the main avenues for 
reaching children is through schools and research 
indicates that school health education has a role to 
play in delaying smoking uptake. 5 All children must 
receive school education about smoking because all 
children are exposed to cigarette smoking and 
promotion in our society, and vulnerable to such 
pressures to take up the habit. 


Commentary : io 

There are a number of ways in which young 
people can be prevented from taking up smoking. 
The Health Education Authority’s Teenage Smok¬ 
ing Programme, in addition to using formal school 
education approaches, addresses non-smoking mes¬ 
sages to youQg people through their own media and 
culture in an endeavour to make non-smoking their 
cultural norm. This programme has already 
achieved favourable changes in attitudes in young 
people. 

However, marked decreases in teenage prevalence 
cannot be expeaed until there is a reduction in adult 
smoking prevalence. The latter will be achieved 
through a comprehensive tobacco control policy 
strategy involving measures such as a strong health 
education programme together with the three steps 
outlined by Goddard above. 5 Until this happens, we 
are unlikely to find a simple answer to the question 
of ‘Why children start smoking* and, therefore, are 
unlikely to make major inroads into reducing 
smoking uptake. 
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SUMMARY 

"Health Behaviour in Schoolchildren. A WHO Cross - 
National Survey" wax started by researchers from three 
European countries. Presently, more than 10 countries 
within Jhe European region of WHO are accepted as 
members of the project. 

The Study is oriented towards beka vioural and social 
science , and its basic philosophy is described as a 
lifestyle approach. In the first part of this article t dif¬ 
ferences between traditional epidemiological research 
and lifestyle research are outlined. The concept 
° lifestyle" is clarified , and the focuses of lifestyle, 
health promotion and health education research ore 
described. It Is argued that aspects of lifestyle not con * 
sidtred to be directly related to mortality or morbidity 
may be more important for an understanding of 
lifestyle of individuals or groups than aspects more 
directly related to health. 


• The World Health Organiiation—EURO, Health 
Education Unit (Ilona Kickbusch, Regional 
Officer, Desmond O’Byrne. Technical Officer) 
has adopted the project as a WHO collaborative 
study. International planning meetings have 
been arranged by WHO. The present publication 
does not necessarily reflect official WHO policy. 

•• International coordinator of the first survey. 

In collaboration with: Pam Gilles (England) 
Brigitte Gredter (Austria) Frank Ledwith 
(England) Peter Lorant (Austria) Per M 
Ltfchscn (Norway) and Jorma Tunjala (Finland). 


Health-related habits , lifestyle and psychosocial 
aspects of health are chosen as criterion variables of 
the study. The personal and environmental context of 
lifestyle are the main factors on the predictor side, and 
the findings should also be discussed in a demographic 
and macrosocial context . 

National cross-sectional surveys (n at least 2000) ore 
carried out regularly in an increasing number of coun¬ 
tries. Data are collected anonymously at school, cover¬ 
ing three age groups (mean age 11.5 , 13.5 t and 15.5 
years). One part of the questionnaire consists of a core 
of questions and is repeated in every survey. The other 
part has a Special focus which changes from survey to 
survey. Comparability of data across countries is given 
high priority . 

Results from the first survey (1983-84) are presented 
to illustrate the relative importance of country , 
indicators of inequality , social network , and beliefs in 
the harmful effects of smoking as predictors of smok¬ 
ing habits. The resuits confirm that a wide range of 
predictors are important. 

In line with (he philosophy of the project , the focus 
of the second survey (1285-86) is on physical activity 
(as a positive health habit) and psychosocial aspects of 
health. 

Finally the report mentions some of the more prac¬ 
tical and administrative problems related to this kind 
qf cross-national research, and describes some of (he 
limitations of large-scale cross national surveys. 


17 


Source: https://www.ii ‘ jstrydocuments.ucsf.edu/docs/tyhl0000 


'250302 7606 









I fi i I a «Sfaaafe T ' 


im ^rat^u-a- 


U L. E. AARO, 8. WOLD. L. KANNAS AND M. RIMPELA 


INTRODUCTION 

In 1982 the planning of a cross-national survey 
on health behaviour in schoolchildren was 
started by researchers from three countries: 
England, Finland and Norway. Shortly after, 
the project was adopted by the World Health 
Organiration for Europe as a WHO col¬ 
laborative study. The first survey was carried out 
in the three pioneer countries and in Austria in 
the winter of 1983-84. 

A second survey has been planned for 
1983-86, and at this stage, 18 countries have 
considered participating. Eleven countries have 
been accepted, and are planning the collection of 
data. New surveys are to be conducted regularly. 
According to the present study protocol, data 
will be collected every second year. 

The first survey was coordinated by the 
Department of Health Sciences, University of 
Jyv&skyl&, Finland. The second survey is co¬ 
ordinated by the Department of Social 
Psychology, University of Bergen, Norway. 

The purpose of this article Is to introduce the 
study to a wider audience, and to describe the 
aims, the basic philosophy, the principles and the 
methods of the study. Some examples of the kind 
of results to be reported, and possible interpreta¬ 
tions of these findings, are also given. The study 
has been previously presented at conferences 
(Kannas etdl., 1984, Aarpetal., 1984, Aarpet al., 
1985) and in tepuiis to WHO (Kannas et al., 
1986, Rimpela et al., 1986). 

The philosophy of the school-children project 
The overall goal of the survey is to increase our 
understanding of lifestyle and health behaviour 


and their context in the lives of young people. In 
areas where there is reason to believe that en¬ 
vironment, lifestyle and behaviour influence 
health, another kind of research should follow: 
studies on lifestyle, health behaviour and 
attitudes, and on the factors influencing these 
health-related characteristics of individuals. 
Unfortunately this field of research is not as yet 
well defined or developed. Figure 1 shows the 
relationship between lifestyle and some factors 
related to lifestyle. 

Epidemiological research is concerned with the 
relationship between health on the one hand, and 
environment and lifestyle on the other. By health 
we refer to somatic, mental and psychosomatic 
health. For epidemiologists, the main task is to 
identify factors which may influence health. 

In epidemiology it is important to identify 
statistical associations, to determine causality of 
relationships, and to quantify the strength of 
these relationships. Consequently, epidemi¬ 
ological research focuses strongly on those 
aspects of lifestyle and environment which it is 
possible to measure in mass surveys, and which 
may have an impact on health. Traditionally, 
mortality and morbidity have been the most 
important criterion variables, and consequently 
epidemiology has focused on health-damaging 
factors and named these risk-factors. Within this 
tradition, there is no fundamental difference be¬ 
tween variables like systolic blood pressure, 
smoking bcliaviuur, environmental strain, air 
pollution and lack of social support. They are nil 
possible risk factors. Aspects of lifestyle and 
environment having no impact on health arc not 
of interest within this paradigm. Epidemiological 
research focuses first of aii on arrows I and 2 in 
figure I. 


LiresrrLE research 



Figure 1 Health, lifestyle unci its context, some 
principal components and their interrelation¬ 
ship. A simplified model. 
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Another kind of research involve* studies on 
lifestyle and Us context. Our assumption is that 
lifestyle research should be based on a philosophy 
and assumptions which are qualitatively dif¬ 
ferent from those of epidemiological research. 
Some basic clarifications are needed, before 
describing the differences in more detail; 
Lifestyle Is understood as relatively stable 
patterns of' behaviour, habits, attitudes and 

vatu** which ttra typical for tht groups ons 
belongs to, or the groups one wants to belong to. 
This definition is close to the one proposed by 
Wenzel (1982). Wenzel defines the lifestyle of an 
individual as the entirety of normative orien¬ 
tations and behaviour patterns which are 
developed through processes of socialization. 
This means first of all that lifestyle is not only 
behaviour, but also includes the attitudes and 
values of the individual. It also means that these 
aspects of the individual must be more or less 
interrelated, and therefore deserve to be labelled 
“patterns’*; 

The above definition also implies that even 
though the “entry point" of the phenomenon 
is the properties of (lie individual, these proper¬ 
ties are closely linked to social and physical 
surroundings. It also includes patterns of 
behaviour, habits, attitudes and values which are 
not necessarily in harmony with the groups an 
individual belongs to, as long as these patterns 
are anchored to other reference groups. 

The lifestyle of an individual, or of individuals 
belonging to a specific population subgroup, is 
related to the socioeconomic circumstances and 
by the resources available to its members. Even 
when a certain lifestyle is not dependent on 
material resources, the adaptation to new lifestyles, 
like changing health habits, may require different 
kinds of resources. Prerequisites for changes 
in health-related aspects of lifestyle may be: 
access to information, support from significant 
others, mental surplus, and in some instances 
also a low-strain life situation. These aspects are 
taken care of in one of the definitions of lifestyle 
proposed by WHO (1983). It is maintained that 
lifestyle is dependent on socio-economic circum¬ 
stances, and that the ease with which an individual 
may choose certain lifestyles over others varies. 

The scope of lifestyle research 

Behaviour and habits which have been shown to 

predict death or disease comprise only one part 


6f the total lifestyle of an individual. Aspects of 
lifestyle found relevant to health through epi¬ 
demiological research, may not necessarily be the 
same aspects as are important for an understand¬ 
ing of lifestyle itself. For example, one important 
aspect of the lifestyle of young people concerns 
their leisure time activities. The degree to which 
they spend their time with peers or with adults is 
a strong predictor of addictive behaviour like 
emoking or uce of alcohol. Time opent outside 
the home with friends is one possible element in 
an operationalization of affiliation to peer 
groups. It may give an indication of young peo¬ 
ple’s preferences as far as the conflict between 
adult values and peer group values is concerned. 
From an epidemiological point of view, however, 
time spent outside the home with friends may be 
of less interest. 

Figure 2 shows the relationship between some 
important factors in lifestyle research. One im¬ 
portant point is that the health-related aspects of 
* environment and lifestyle comprise only one part 
or one aspect of environment and lifestyle. 
Focusing on the health-related aspects exclusively 
may hinder an understanding of how lifestyle is 
influenced, and changes over time. Studying 
lifestyle from an epidemiological point of view 
may be compared to studying climate and 
weather processes from the periscope of a sub¬ 
marine. it may be possible to classify the weather 
as good or bad, and from a large number of 
observations even to calculate the risk of ship¬ 
wreck. It would be an extremely difficult under¬ 
taking, however, from such a limited and narrow 
perspective to develop an understanding of the 
processes behind changes in climate and weather. 

The scope of lifestyle research is broader in 
several different ways: 

9. As already mentioned, other aspects of life¬ 
style than those directly related to health may 
be important for an understanding of lifestyle 
itself. 

2. Other aspects of environment than those 
related to health may be important in order to 
understand how lifestyle is influenced. The 
attitudes of parents and other members of the 
family to physical activity and sport are an 
important predictor of young people’s 
involvement in physical activity, but do not in 
themselves influence health in a. consistent 
and predictable way. 

3. Personal characteristics other than those 
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Figure 2 Perion, environment and lifestyle. 
A simplified model. 


Included’to the lifestyle concept may be im* 
portant for an understanding of how lifestyles 
develop and change. Personality may predict* 
ability to stop smoking. Cognition (if defined 
as separate from the concept "attitudes”) 
(Shaw & Wright. 1967) may stabilize attitudes 
relevant to lifestyle. 

4 . Lifestyle research studies the relationship 
between person and environment from a socio- 
psychologica! and ecological perspective, tak¬ 
ing into account the macrosocial context. 

Figure 3 is an overview of some important dif¬ 
ferences between the traditional epidemiological 


approach and a lifestyle approach. The descrip¬ 
tion is “idealtypisch", and is not intended to be a 
thorough and balanced characterization of all 
branches of current trends in epidemiological 
research. Further, it is mainly a description of the 
epidemiology of somatic disease. 

The interpretation of relationships 
In epidemiological research, it is important to 
identify causal relationships between variables. A 
risk factor is only a risk factor if, on the basis of all 
available evidence, it can be shown to influence 
health. To investigate causal relationships, other 


An epidemiological 
approach; 


a) Identification and 
quantification of causal 
relationships 

b) Relationships between 
one dependent and a 
limited number of 
independent variables 

c) Focusing on variables which 
may explain mortality, 
morbidity and health 

d) Associations which 
are relatively constant 
over time and across 
cultures and countries 

e) Isolating relationships 


A lifestyle approach; 


a) Describing and understanding 
processes 

b) Relationships in more 
complex systems and 
networks of variables 

c) Focusing on variables which 
may increase our understand¬ 
ing of human beings in a social context 

d) Processes changing over time 
and depending on culture, 
country and circumstances 

e) Describing and analyzing in 
o wider context 


Figure i An epidemiological versus a lifestyle approach. 
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factors are first of all regarded as confounding 
variables which should be controlled for. 

lit lifestyle research, the causes of a particular 
kind of behaviour will seldom be identified as a 
limited number of independent factors. Very 
often, the process itself is the only possible 
explanation. 

| Tr When young people start smoking, the most 
important predictor is the smoking behaviour 
and smoking-related attitudes of "significant 
Others". The strongest statistical relationships are 
found with the smoking habits of the best friend. 
It cannot be concluded from this that a person's 
smoking habits were caused by the smoking 
habits of the best friend, or vice versa, it is possi- 
yi ble that with another combination of friend¬ 
ships, none of the persons concerned would have 
become smokers, ft is also possible (hat if tiie in¬ 
terpersonal relationship between two young peo¬ 
ple had developed slightly differently, neither of 
them would have stated experimenting with 
smoking. A description of such interpersonal 
processes may be more important for an 
i understanding of smoking behaviour in 
teenagers than merely identifying strong prcdic- 
/ tors of smoking . ,v —■iJ 

Our view is not that causality is unimportant in 
lifestyle research. In the case of intervention 
especially, it is important to identify the effects 
of the intervention. The important point in this 
context is that the perspective of establishing 
causal relationships is insufficient for an under¬ 
standing of how lifestyles develop, are maintained 
and are changed. 

Person and environment 

Environmental factors are probably the group 
with the strongest influence on lifestyle. As 
already mentioned, the strongest predictors of 
smoking youths, are significant others' smoking 
behaviour and others’ attitudes to smoking. 
Similar findings are reported in studies on 
physical activity. Concepts like "behavioural 
norms”, “norms of opinions”, "social 
network", "social support", "model learning", 
and "climate of opinions” are therefore of 
central importance to lifestyle research. 

This is reflected in our way of using the word 
"lifestyle". Lifestyle refers to patterns of 
behaviour, habits, attitudes and values which are 
typical of the groups one belongs to or of the 
groups on* wants to belong to. One implication 


of this is that lifestyle research focusing ex¬ 
clusively on personal factors like attitudes, 
motivation, beliefs and opinions, represents an 
individualization of social problems. The 
lifestyle of an individual can only be understood 
in its environmental context. 

Another problem is neglect of the personal 
factor. Restrictions on the advertising of harmful 
products and restrictions of the products them¬ 
selves are interventions in the environment. Such 
restrictions may be impossible to impose, 
however, without the support of the public in 
general. If they are passed, the effects may not 
always coincide with the intentions. A few 
years ago, a proposal to reduce the percentage 
of alcohol in beer was put forward in the 
Norwegian Parliament. This led to a mass of 
protests, and these protests were supported by a 
large number of young people. The proposal was 
withdrawn and the net effect of the publicity was 
probably negative. The personal factor had been 
neglected. 


The school-children study and lifestyle research 
The study on "Health behaviour in school- 
children. A WHO cross-national survey” can be 
characterized as a lifestyle project. The approach 
is not epidemiological. Tills does not, however, 
exclude the possibility of findings relevant to epi¬ 
demiology. Data from the first survey (1983-84) 
can for example be used to analyze the relation¬ 
ship between respiratory symptoms and smoking 
behaviour (Aarjf et ah, 1985). 

The study does not focus only on aspects of 
lifestyle directly or indirectly relevant to somatic 
health. It also includes mental and psychosocial 
aspects of health. In the field of mental and 
psychosocial health, the survey includes not only 
indicators of lifestyle, but also indicators of 
health. This is partly because mental health itself 
may be an important predictor of lifestyle. 
Further, it considers the lifestyle of human be¬ 
ings in a social and environmental context, not 
exclusively in an individual one. It is not a health 
promotion or a health education project. Inter¬ 
ventions ire not a part of (he project itself. One 
extremely important goal, however, is to influence 
national policy in the field of health promotion in 
young people. The project is not essentially an 
evaluation project, although cross-national com- cn 
parisons of trends may throw some light on the § 
effects of national health promotion policy. O 
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Alms of (he schoolchildren study 
The central goal of the project is to increase our 
knowledge and understanding of lifestyle and 
health behaviour and their context in young peo- 
pie. The surveys constitute the major empirical 
base of the project. Several kinds of results will 
be available from the data collections. The most 
important groups of questions are the following: 

1. Health-positive and health-negative aspects 
of behaviour, habits and lifestyle in general 

2. Personal characteristics related to lifestyle 

3. Perceived environmental conditions related to 
lifestyle (physical as well as social). 

4. Perceived health 

These groups of questions can be analyzed against 
background variables as well as against each 
other. Of central importance is the analysis of 
perceived health by lifestyle and of lifestyle by 
personal charactegstics and environmental con-., 
ditions. 

Further, these variables and the patterns of 
associations between them can be studied over 
time, across countries, and time trends can be 
compared between countries. The findings must 
be described in a context where national and 
regional cultures and policies are taken into 
account. 

One important goal is to develop national ex¬ 
pert and resource groups in the field of lifestyle 
research in young people. Last, but not least, the 
findings and results of the project must be com¬ 
municated to politicians, decision-makers, 
school authorities, teachers, pupils, and the 
public in general. This communication of results 
is the responsibility of the national project 
groups as well as WHO. 

METHOO 
Overall plan 

The plan is to carry out surveys among school- 
children in a number of European countries. The 
collection of data should take place within a 
specific, limited period of time, and the pupils of 
each grade included should have approximately 
the same mean age and age variation. The 
questionnaires shouid be translations of an inter¬ 
national standard version, and comparability 
between countries should be ensured as fur as 
possible. This implies the application of a stand¬ 


ard procedure for the collection of data, and 
standardized procedures for analysis and presen¬ 
tation. 

Further, surveys should be carried out in an 
increasing number of countries at regular inter¬ 
vals, preferably every second, third or fourth 
year. A “core” of questions should be repeated 
in every survey, allowing for comparisons of 
trends over time. These core questions cover a 
wide range of health-related habits like smoking 
behaviour, physical exercise, food habits, use of 
alcohol, use of seat belts, oral hygiene, and sleep¬ 
ing habits. The rest of the questionnaire con¬ 
stitutes the "special focus" of the survey. This 
part of the study is also common to all countries, 
but changes over time. The special focus of the 
first survey (1983-84) was on smoking habits in 
an interpersonal and intrapersonai context. The 
special focus of the second survey (1983-86) is 
on physical activity and the psychosocial aspects 
of health (See also Aard et at., 1983 and WHO, 
1985). 

Study population and sample 
The study population is defined as children aged 
11,13 and 15 years. The ideal is to have a sample 
of pupils from these three age groups with the, 
following mean age: 11.3, 13.3, and 15.3 years. 
At least 90 per cent of the children should be 
within the age range plus or minus half a year, 
and none of the pupils shouid be outside plus or 
minus one year from the mean age of the relevant 
age group. The samples should be representative 
of whole countries, or of geographical units with 
more than one million inhabitants. The pro¬ 
cedure for collection of data favours a sampling 
procedure with classes or schools as the sampling 
unit. To reduce standard errors of estimates, 
classes are preferred as the sampling unit. The 
sample size should be at least 1 000 pupils of 
each grade in each country. The total sample size 
in each country is therefore at least 3 000 
children. 

Data collection procedure 
The questionnaire consists mainly of pre- 
categorized questions. It is to be filled in by the 
pupils In the classroom. The administration of 
the data collection in the classroom can be 
delegated to teachers or to other professional 
groups after special training in data collection. 
An important principle is to apply a procedure 
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ensuring anonymity or confidentiality. Different 
solutions are chosen for different countries. In 
many countries, the questionnaires are collected 
only after they have been put into envelopes sealed 
by the pupils themselves. Before filling in the 
questionnaires, the pupils should always be in¬ 
formed about the procedures, and encouraged to 
give answers as honest as possible. 

Data processing and analysis 
The data collected in each country are computer¬ 
ized by the national group of researchers. The 
procedure for coding and the package for 
statistical analyses are common for all countries. 
After national computerization of the data, all 
data files are exported to the coordinating centre 
for “cleaning”. A common comprehensive data 
file is constructed, allowing for efficient and 
comparable analyses of similarities and differ* 
ences between countries'* The international set of 
data Is re-exported to those countries who want 
to participate in the international reporting of 
results. International reporting can only take 
place after agreement with the-other countries 
involved, with the coordinating centre, and with 
WHO. 

The number of analyses which can be per¬ 
formed on a set of data witli approximately 150 
variables and samples of more than 3 000 pupils 
■from several countries, and with repeated 
surveys at regular intervals, is large. Even if only 
a small proportion of these possibilities is of 
substantial interest, the richness of a survey with 
this design is striking. A more detailed descrip¬ 
tion of methods is available (Aarjf et al., 1986). 

Data collection of the first survey (1983-84) 

As mentioned above, the data collection of the 
first survey took place in four countries, in 
Austria the sample consisted of 3 083 pupils 
from 120 classes and 40 schools. In Norway the 
final sample comprised 3 403 schoolchildren 
from 80 schools. The sampling unit was the 
school in both countries. The Finnish research 
group was able to use classes as the sampling 
unit. The final sample comprised 3 618 pupils 
from IS4 schools. Independent samples were 
selected for each grade. 

For practical and economic reasons it was not 
possible to carry out the survey among a sample 
of pupils from all over England, Instead school- 
children from two cities (Nottingham and 


Salford) were chosen as the study population. 
Pupils (3 398) from 28 schools participated in the 
English part of the study.- 
A more thorough description of sampling pro¬ 
cedures, response rates etc. is given by Rannas 
et al. (1986). The sampling procedures applied 
ensure represemativjty, and the rates of non¬ 
response were moderate in ail countries. 

The computerized data were exported to the 
Department of Social Psychology, University of 
Bergen for cleaning and inclusion in a common 
datafile for all countries. The cleaning pro¬ 
cedures included the following: 

• checking of inconsistencies 

• redefining missing values into valid values 
using logical conditions 

• deletion of cases with missing values for more 

than 75 per cent of selected variables <■ 

• deletion of cases out of range for age. Out of 
range was defined as being outside plus or 
minui one year from mean age of the relevant 
grade in the relevant country. 

Selected results from the first survey ((983-84) 
The first survey included several groups of ques¬ 
tions: 

1. Background variables (sex, grade, age, 
parents' occupation).. 

2. Reported health behaviour (positive and 
negative) as well as other relevant aspects of 
the lifestyle of young people. 

3. Personal characteristics related to health 
behaviour (primarily smoking habits) and 
lifestyle (beliefs, opinions, self-image etc.). 

4 . Perceived characteristics of the physical and 
social environment (smoking behaviour and 
attitudes of significant others, school environ¬ 
ment etc.) 

5. Aspects of health (psychosomatic and 
psychological complaints, height, weight, 
morning cough etc.). 

The main focus of the first survey was on smoking 
habits and their intra-and interpersonal contest. 
We will look at this field as an example. Three par¬ 
ticular aspects wilt be elucidated briefly: 

1. Differences in smoking habits between coun¬ 
tries, across grades and between boys and girls 

2. Smoking habits related to sdected predictors 
(school achievement, attitude to school, plans 
for the future, country, number of smokers in 
dose family) 


Source: https://www.industrydocuments.ucsf.edu/docs/tyhlOOOO 


2503017612 



24 L. E. AARO. B. WOLD, L. KANNAS AND M. RfMPELA 


3. Belief In the harmful effects of smoking related 
to the same set of predictors, and to smoking 
habits. 

These issues touch upon some of the central pro¬ 
blem areas of current smoking and health educa¬ 
tion. First, a comparison of prevalences of 
smokers between countries (and preferably com¬ 
parison of trends) is of importance for the 
evaluation of national anti-smoking efforts. 
Secondly, the lack of strong associations between 
beliefs and smoking habits raises doubts qbout 
some of the traditional (medical and epidemi¬ 
ological) models of health education. Thirdly, 
since the school itself is considered one of the 
most important channels for communication of 
health education messages, it is important to 
study more carefully the relationship between 
smoking habits and the pupils’ relationship to 
school. Taken as a whole, these areas of focus 
also tltrow^ight on the kind of factors of import¬ 
ance to health promotion among young people. 

* 

Prevalence of weekly smokers: 
cross-country comparison 
Table 1 shows the prevalence of weekly smokers 
among boys and girls by grade and by country. 
The figures in this table are not directly com¬ 
parable. An analysis of age by grade revealed 
dear differences in mean age within correspond¬ 
ing grades across countries. Finland and Norway 
were very close. In the highest grade, Finnish 
pupils were 0.1 years older than the norm, and 


Norwegian pupils were 0.1 years younger. 
However, the mean age of Austrian pupils of the 
corresponding grade is minus 0.7 years compared 
to the norm, and the English pupils were 0.6 
years older than (he ideal mean age. Adjustments 
for age are necessary before direct comparisons 
can be made between countries. 

Figure 4 and Figure 5 show the percentage of 
weekly smokers by age and by country. Based on 
the assumption that the recruitment of smokers 
is equally (and linearly) distributed over seasons, 
the vertical distances between the lines can be 
considered valid estimates of differences in the 
proportion of weekly smokers between countries 
at a given age. Among boys, Finland has the\ 
highest percentage of weekly smokers through all} 
age groups. The differences between the other’* 
three countries are relatively small. Among \ 
girls, all grade levels considered, the differences l 
between countries arc negligible. Among s 
Norwegian girls, however, the proportion of \ 
weekly smokers increases more strongly between J 
the middle (age 13) and the highest grade (age 13) f 
than in any other country. (From 5.6 per com to . 
27.6 per cent.) The general impression is that the j 
countries'involved in the 1983-84 survey are / 
relatively homogeneous as far as the proportion 
of weekly smokers is concerned. 

Smoking and health beliefs, 

cross-country comparisons 

For three of the countries, a checklist of items 

dealing with the relationship between tobacco 


Table I Weekly smoking by age, country and tea. 


BOYS 

Country Grade Mean 


Smoke* tree*//? 

Mean 

GIRLS 

Smokes weekly} 

»ie 

yes 

no total 

ate y« 

no total 


* 

% * n 

% 

* * u 


Austria Low It.O 1.0 99.0 100.0 48) 10.9 0.4 99.6 100.0 481 

Middle 1)0 SJ 94.J 100 0 477 12.9 1.9 96.1 100.0 490 

High (JT? < Zfm 13.1 100 0 J44 14 1 OV-iD 81.0 100.0 46<> 



England l 4 « 12.2 4.0 96 0 100.0 477 12.2 3.1 96 9 100 0 4J9 

Middle 14.1 10.6- 19.4 100.0 649 14.2 2QJ . 79.7 100.0 600 

High 16.1 nTD 77.2 SOO.O J6J 16.1 (uTj 73.5 100.0 S10 


Finland 

Low 

It.* 

S.O 

95.0 

100.0 

*05 

11.6 

1.0 

V9 0 

1000 

604 


Middle 

13.6 


134 

100.0 

601 

I3.fi 

J-Lt 

119 

1000 

551 


High 

15.6 


*9.9 

100.0 

555 

15.6 

dip 

74.6 

300.0 

570 

Norway 

Low 

11.4 

1.3 

91.7 

too.o 

523 

11.4 

0.2 

99.1 

100.0 

515 


Middle 

13.4 

<&> 

91.3 

100.0 

599 

13.4 


94.4 

100.0 

623 


High 

15.4 

77.4 

100 0 

S35 

15.4 

72.4 

1000 

503 
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Figure 4 Proportion of weekly smokers by age and country: boy* 



Figure S Proportion of weekly woken by age and country: girl* 


smoking and health was included in the question* 
oaire. The items had to do with smoking and the 
risk of illness and death, passive smoking, smok¬ 
ing and pregnancy, and the short-term somatic 
effects of smoking. The smallest possible score 


on this scale is 0, and the maximum score is 10. 
High score means a strong belief in the harmful 
effects of smoking. 

Figures 6 and 7 show mean scores and stan¬ 
dard deviations by smoking habits and country 
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HI 9mok4rt ES Smnkt motr teldom 

CD imokcrt f /J Noiwmoiicn 

FlRUre 6 Tobago and health belief score by tmokini behaviour and country, boys, highest grade (age 15) 



AUSTRIA FINLAND NORWAY 


HI Ditty smokers fi&t Smoke more seldom 

t i Weekly looked EZI Noa<unofce« 

Figure 7 Tobacco and health belief score by smoking habits and country, girls, highest grade (age 15) 


among pupils of the highest grade, for boys and 
girls separately. 

In ail countries, the differences between boys 
and girls were negligible (maximum 0.1 points). 
Comparisons between countries, however, show 
that a belief in the harmful effects of smoking is 


stronger among Finnish than among Austrian or 
Norwegian pupils, it may be worth noting that 
Finnish boys, who smoke more than boys from 
any other country, scored on average one point 
more on the smoking and health belief scale. It is 
known from other studies that the present trend 
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among Finnish youth, after a period of decrease 
in the prevalence of smoking, is now less 
encouraging (RimpeU, M., 1986, personal com* 
munication, manuscript under production). A 
strong belief in the harmful effects of smoking 
does not automatically guarantee that a decrease 
in smoking will take place. 

Smoking habits predicted 
Tables 2 and 3 show the prevalence of weekly 
smokers by school achievement, attitude to 
school, plans for the future and country. The 
presentation has been restricted to the highest 
grade level. When the grand mean in Table 3 is 
shown to be 0.23, this is to be understood as 23 
per cent smokers among boys of the highest 


grade. The unadjusted deviations show the 
deviations from this mean for different 
subgroups. When boys who report being bad at 
school show a deviation of plus .17, this means 
that the prevalence of weekly smokers in this 
subgroup is 40 per cent. Among those who report 
being good at school, the prevalence is down to 9 
per cent. Eta is a bivariate measure of association 
when the predictor is categorical, and the 
criterion variable is on an interval level (in* 
eluding dichotomies). Beta is the corresponding 
measure of association when other predictors 
have been controlled for. 

For all the countries collapsed, the associations 
between the variables related to school and 
academic ambitions on the one hand, and weekly 


Tible 2 Proportion of weekly enoken by tctoooi achievement, attitude to school, plans for future, number of 
smokers in dose family, and country. Boys, (highest gride i) (ipp»o*im»ie age 15). Multiple Classification 
Analysis. <2 

% .5 


Grand mein « 0.23 
PREDICTORS 


Categories 

ft 

Unadjusted 

deviations 

eta 

Adjusted 

deviations 

beta 

SCHOOL ACHIEVEMENT 






Bid it school 

321 

.17 


.10 


• 

129 

.04 


.02 


• 

691 

-.07 


-.04 


Good at school 

215 

— .14 

««• 

-.09 





*2J 


J3 

ATTITUDE TO SCHOOL 






Lika uhooi 

621 

-.10 


-.06 


Neutral 

915 

-.01 


-.01 


Dislike* school 

SIS 

.14 

««« 

.09 





.21 


.13 

PLANS FOR FUTURE 






College, university 

713 

— .13 


-.06 


Other 

1343 

.06 

• •• 

.03 





.19 


JO 

NUMBER OF SMOKERS IN FAMILY 






0 

739 

-JO 


-.08 


1 

690 

.00 


-.01 


2 

504 

.05 


.05 


1-4 

193 

.23 

••• 

.19 





.22 


.19 

COUNTRY 






Austria 

S35 

-.06 


-.05 


England 

5J8 

.00 


-.03 


FinUnd 

542 

.07 


.07 


Norway 

511 

-.01 

««« 

.01 





.11 


.11 


•••? p < 0 001 (CHs s^oerv tut for cootinfettty ubki) 

1. the tf*U Of dkKotoflw^ *AtUhJci, the tmiHer tkouUS coewata catrei**4y k>w 

i. The anal ot weekly imoktng feu therefore been fu<rktc4 Id the tr«4«. 


Source: https://www.industrydocuments.ucsf.edu/docs/tyhl0000 


2503017616 






21 L. 6. AARO, 8. WOLD, L. KANNAS AND M. RIMPELA 


Teble J Proportion of weekly smoker* by School •chlevement, tttltude to ichool, plant for future, number 
of smokers in dose family, and country. Girls, hlghe»t grade (approximate age IS). Multiple Gusiftcation 
Analysis. 

Grand mean - 0.2J 
PREDICTORS 


Categories 

a 

Unadjusted 

deviations 

fta 

Adjusted 

deviations 

beta 

SCHOOL ACHIEVEMENT 






Rad ti ichool 

234 

.22 


.14 



. 13? 

M 


.01 


• 

422 

-.01 


-.05 


Good at ichool 

294 

-.09 


-.03 





.22 


.13 

ATTITUDE TO SCHOOL 






like* ichool 

671 

-.01 


-.04 


Neutral 

144 

-.02 


-.00 


Dislike* school 

472 

.12 


.07 





.17 


.09 

PLANS FOR FUTURE 






College, university 

2039 

-.09 


-.05 


Other 

941 

.10 


.03 





.21 


.12 

NUMBER OF SMOKERS IN FAMILY 






0 

^ . 673 

-.15 


-.13 


1 

620 

.02 


.02 


2 

474 

.09 


4)7 


3-4 

220 

.22 

••a 

.IS 





.21 


.23 

COUNTRY 






Austria 

462 

-.06 


-.06 


England 

494 

.02 


-.01 


Finland 

566 

.01 


.03 


Norway 

465 

,02 


.03 





.07 


.06 


p < 0.01 <Ou square tat for coatingeney tablet) 

•••; p < 0.001 


smoking on (lie other, are strong and statistically 
significant. The probability of being a weekly 
smoker increases when the student 

♦ reports poor school achievement 

• dislikes school 

a has no plans for further theoretical education 

‘ This holds true for both sexes, and also when 
controlled (additively) for country and for other 
predictors in the equation. The contrasts between 
countries are considerably smaller than the con* 
trasts between subgroups within countries. 

Smoking habits are also strongly related to the 
number of smokers in the family. When no one 
in the close family is a smoker. 13 per cent of the 
boys and 10 per cent of the girls smoke weekly. 
When there are three or four smokers in the close 


family, the prevalence of weekly smokers is 46 
per cent among boys and 47 per cent among girls. 

Educational aspirations are also clearly related^ 
to smoking habits. Those who have plans for 
theoretical education after secondary school 
smoke less than those who do not. More detailed 
analyses have been made on data from each in¬ 
dividual country. Additional differences between 
subgroups are found when splitting those who 
are not planning a theoretical education into 
those who are planning a practical education, 
those who plan to take a job, and pupils who 
expect to be unemployed. The highest pre¬ 
valences are found among the last two groups. 

The eta coefficients of school achievement, 
attitude to school, plans for the future and 
number of smokers in family are all in the range 
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Tahl* 4 Smoking and health belief score by smoking habits, school achievement, attitude to school, plant 
for future, number of smokers In close family, grade, and country. Boys, two highest grades l) (approximate 
age I) and age IS). Multiple Ctauificaiiofl Analysis. 

Grand mean. «• 7.24 
PREDICTORS 


Categories 


Unadjusted 


Adjusted 



n 

deviations 

eta 

deviations 

ixt* 

SMOKING HABITS 






Smokes daily 

371 

— .24 


-.24 


Weekly 

159 

-.26 


-.31 


More seldom 

304 

-.47 


-.19 


Does not smoke 

2317 

.12 


.09 

444 




.11 


.09 

SCHOOL ACHIEVEMENT 






Bad at school 

Sit 

-.07 

, 

-.10 


4 

1226 

-.17 


-.11 


• 

993 

.14 


.01 


Good at school 

414 

.26 


M 

• a* 




.09 


.07 

ATTITUDE TO SCHOOL 

Likes school * 

1173 

-.12 


.02 


Neutral 

1401 

i .17 


-.02 

_ 

Dislikes school 

577 

-.15 

.04 


.01 

PLANS FOR FUTURE 






College, university 

1154 

.33 


.17 


Other 

1997 

-.19 


-.10 





.14 


.07 

NUMBER OF SMOKERS IN FAMILY 






0 

1230 

25 


.14 


1 

1001 

-.01 


— .04 


2 

494 

-.21 


-.12 


3-4 

219 

-.31 


-.20 

««4 




.14 


.07 

GRADE LEVEL 






Middle (age 13) 

1563 

-.10 


-.15 

449 

Highest (age 15) 

1511 

.10 

.06 

.15 

.06 

COUNTRY 






Austria 

1004 

-.22 


-.14 


Finland 

112$ 

.72 


.72 


Norway 

102 2 

-.51 


-.61 

• •a 

R2 - .14 


.31 


.31 



» < 0.WI 

t. QwuiMu om <M hsrmfat rffecii of unokUt (teUcfa) we aot asked In Eo«l.»4. Md act la the So-*u trade ia Norway. 


0.17 to 0.28, for both boys and girls. The beta 
coefficients of all the predictors which have to do 
with school are somewhat lower, varying from 
0.09 to 0.13. A closer inspection of the data 
reveals relatively strong intercorrelations bet¬ 
ween these variables, indicating that a more com¬ 
plex path model might have been tested out. 


Reliefs and predictors of beliefs 
Tables 4 and 3 show the association between the 
belief that smoking is harmful on the one hand, 
and several predictors on the other. A com¬ 
parison of various groups of smokers and non- 
smokers as regards the differences in health 
beliefs, shows a weak, but statistically significant 
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TaW* 5 Smoking and health belief score by smoking habits, school achievement, attitude to school, plans 
for future, number of smokers la close family, grade, and country. Girls, two highest grades (approximate 
age 13 and age 15). Multiple Classification Analysis, 

Grand mean - 7.12 
PREDICTORS 


Categories 

Q 

Unadjusted 

deviations 

eza 

Adjusted 

deviation* 

beta 

SMOKING HABITS 






Smoke* daily 

316 

-.11 


-.10 


Weekly 

149 

.16 


.00 


More teldbm 

261 

-.40 


-.09 


Doe* no< smoke 

2345 

.05 


* .02 


« 



.02. 


. 






.03 

SCHOOL ACHIEVEMENT 






Bad it school 

362 

-.15 


-.17 


• 

1313 

-.23 


-.13 


. 

973 

' .20 


.07 


Good ai school 

423 

.40 


.37 





.14 


.10 

ATTITUDE TO SCHOOL 






Likes school .* 

1404 

-.19 


.01 


> Neutral # 

1237 

.22 


.03 


Dislikes school 

430 

-.16 


-.06 







0.2 

PLANS FOR FUTURE 






College, university 

1431 

.45 


.24 


Other 

1633 

-.39 


-.21 

••• 




.24 


. 






.13 

NUMBER OF SMOKERS IN FAMILY 






0 

1156 

24 


.01 


1 

1001 

.04 


.03 


2 

611 

-.26 


-.09 


3-4 

233 

-.56 


-.29 

•« 




.14 


.06 - 

GRADE LEVEL 






Middle (age 13) 

)57| 

-.30 * 


-.21 


High (age 15) 

1493 

.32 


.29 

• a* 

. 



.17 


.16 

COUNTRY 






Austria 

-.36 


-.27 



Finland 

3106 

.15 


.76 


Norway 

1020 

-.59 


-.51 





.34 


.33 


R2 - .20 






«•: p < 0.0! p <0.001 

association. The non-smokers seem to have a 
slightly stronger belief than the smokers in the 
harmful effects of smoking. The differences bet¬ 
ween countries are much larger, however, than 
the differences between groups with different 
smoking behaviour. A one-way analysis of 
variance revealed the association (eta) with coun¬ 
tries to be .31 for boys and .36 for girls. The cor¬ 


responding correlations with smoking ' habits 
were .11 for boys and .06 for girls. 

The variables measuring relationship to school 
are significantly, but moderately associated with 
the belief that smoking is harmful to health, in 
fact, these predictors seem to be more strongly 
associated with smoking habits than with the 
belief that smoking is harmful to health. While 
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smoking habits are only moderately associated 
with country, belief is essentially dependent on 
country. Further, the analyses of the data reveal 
that pupils from a smoke-free home environment 
and pupils who plan a theoretical education after 
secondary school, have a stronger belief than the 
average pupil in the harmful effects of smoking. 
It may also be worth noting that when other vari¬ 
ables are controlled for, there is no correlation at 
all between the attitude towards school and 
beliefs concerning harmful effects. 

DISCUSSION 
Summary of findings 

Some of the above results are well known from 
several studies in young people, and some are 
new. The main findings can be summarized as 
follows: 

<* 

• In all countries, the increase in the prevalence of 
weekly smoking is very strong across the age 
groups II to IS years. 

• The prevalence of weekly smokers does not dif¬ 
fer much from country to country. One cxcep- 

/ lion is that the proportion of weekly smokers 
i among boys is higher in Finland than the 
other countries. This is the case for all grades, 
f For Norwegian girls, an extremely strong in- 
v crease in prevalence of weekly smoking is ob¬ 
served from age 13 to age IS. 

• The smoking and health belief score is high for 
all countries, and the standard deviations are 
low. This implies a relatively strong belief in the 
harmful effects of smoking in all countries, and 
a high degree of homogeneity within countries. 

;• Smoking habits are only weakly related to the 
belief that smoking is harmful to health. 

• The country with the highest mean score on 
smoking and health belief is Finland. The pre¬ 
valence of weekly smoking, however, is not 

/ correspondingly low. Among boys the prevai- 
( cnee of weekly smoking is higher in Finland 
' than in any other country. 

• Weekly smoking is strongly correlated with a 
negative attitude to school, poor school achieve¬ 
ment (reported) and no plans for a higher 
theoretical education. 

• Weekly smoking is strongly correlated with a 
number of smokers in the close family. 

Variables of different kinds seem to predict smok¬ 
ing behaviour and the belief that smoking is harm- 
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fut to health. Significant associations have been 
found with educational aspirations, characteristics 
of the social network, reported school achieve¬ 
ments, and attitude to school. Country is also of 
importance, especially when belief is taken as the 
criterion variable. 

Implications of the findings 

The relatively low correlation between belief and 
behaviour corresponds well with conclusions 
from several studies (Evans, 1979). It seems 
increasingly obvious that strong predictors of 
smoking behaviour are to be found in the social 
environment, in the social network, in the 
relationship to friends and close family, in the 
relationship to school. A personality and in¬ 
dividualizing approach to understanding and 
changing lifestyle is gradually being replaced by 
an environmental and social approach. Results 
.from the present study indicate that this process 
should be encouraged. 

The most important target groups among 
young people are, to a large extent, those who 
have developed a negative attitude to school. 
They also report doing badly at school, and they 
do not have plans Tor a higher theoretical educa¬ 
tion. More thorough analyses of the present data 
have revealed that this finding is fairly consistent 
across countries. One possible conclusion is that 
one of the most important channels of com¬ 
munication for reaching and influencing young 
people's smoking habits, the school, has limited 
appeal to the typical young smoker. On the con¬ 
trary, smoking and health education a$ it is prac¬ 
tised traditionally in the school, may be one of 
the least effective ways of convincing and in¬ 
fluencing those at whom it is directed. This calls 
for the design, construction and testing out of ac¬ 
tions and "packages" for smoking and health 
education which will also appeal to and involve 
pupils who are "fed up” with school. 

The strong associations between variables 
related to school and smoking habits may reflect 
a more general phenomenon: the tendency for 
children from low status segments of the popula¬ 
tion to develop health habits which are not 
favourable to health. Wold & Aartf (1985) have 
demonstrated that this seems to be the case in 
young people as far as physical exercise is con¬ 
cerned. Additional analyses of the present data, 
however, have shown moderate associations with 
father’s occupational status, indicating that 
socio-economic inequality may explain only a 
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part of the above findings. The relatively low 
precision and reliability of children's reports of 
their parents' occupation and the problems con* 
nected with a proper classification or their 
answers call for further exploration. 

The lack of dear differences in smoking habits 
between countries probably reflects the selection 
of countries involved in the study in 1983-84. 
However, since Norway and Finland are coun¬ 
tries with a restrictive legislation on advertising 
of tobacco products, and the other two countries 
$ are not, a difference might have been expected. 
\ No such systematic differences are found. Ob* 
) viously, comparisons of trends over time repre¬ 
sent a more solid empirical basis for further 
elaboration of this phenomenon. 

Experiences from the first survey (1983-84) 

The 1983-84 survey has revealed several prac¬ 
tical and methodological problems in connection 
with cross-national studies of this kind. The pro¬ 
blems of stAidardizing age within grade levels, or 
alternatively controlling for age statistically, 
have been mentioned already. 

Another problem has been the translation of 
the English standard version of the questionnaire 
into the national languages. It is often difficult 
or impossible to find appropriate words and 
phrases. Identical meaning probably cannot be 
assured for any of the questions. For all practical 
purposes, however, comparability seems possible 
for a limited number of behavioural questions 
and questions on belief. Elaborations based on 
clear statistical differences between countries as 
regards individual variables of this kind may be 
methodologically acceptable. 

Comparisons of trends over time and com¬ 
parisons of relationships between variables 
across countries do not require the same kind of 
rigorous comparability. The relationship between 
father's occupational status and childrens' 
involvement in sport may be compared between 
countries even when direct univariate com¬ 
parisons of the same variables are impossible. 
This is the case as long as rather rough com¬ 
parisons of direction and strength of associations 
are sufficient. 

So far, the experiences front the data collec¬ 
tions, computerizing, analyses, and reporting of 
data nave revealed several practical hindrances. 
Using the teachers to collect the data may be a 
problem in some countries. Lack of expertise in 


computerizing, cleaning, and analysis of data may 
be a problem in other countries. International co¬ 
operation on the reporting may turn out to be a 
slow process. 

Based on the experiences so far, however, we 
are convinced that the philosophy and methods of 
the school-children study are promising. The pro- 
ject applies a lifestyle approach, frequent inter¬ 
national planning meetings and workshops are 
arranged, and an increasing number of countries 
are being recruited into the study. In our opinion 
the project will bring new insight and findings. It is 
up to the national project groups, to (he coor¬ 
dinating centres and to WHO to start a process 
which will lead to the practical implementation of 
the results in national health education and health 
promotion programmes. 

The limitations as well as the potential of large- 
scale cross-national surveys deserve attention. 
There is a strong need for more qualitative and 
exploratory approaches as a supplement to (he 
data collections described above. The testing of 
new questions and of new ways of operationaliz¬ 
ing lifestyle and psychosocial aspects of health as 
welt as other methodological innovations has to 
take place between the main surveys. New 
developments always imply a risk of failure, and 
the costs and efforts involved in the main data col¬ 
lections do not allow for such risks to be taken. 
The large-scale cross-national surveys therefore 
represent a conservative approach. 

Interviews with smaller groups of students 
may increase the researchers’ understanding and 
interpretations of results, and permit closer ex¬ 
amination of the validity and reliability of 
answers. In some countries a follow-up of the 
same groups of pupils is planned. Panel data 
offers improved opportunities to study the pro¬ 
cesses of lifestyle socialization. 
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The second “Health behaviour in schoolchildren, WHO 
crossnational survey” can be regarded as lifestyle research 
(Aard etal., 1986). Different aspects of the lifestyle related 
to health are surveyed, such as smoking, alcohol consump¬ 
tion, diet and physical activity. Furthermore psychosocial 
aspects of health and socio-demographic characteristics 
are included. 

The aim of this paper is to show analyses on smoking by 
schoolchildren. Prevalences of daily smoking are described. 
Relationships with other aspects of lifestyle and well-being 
are presented and discussed. 

MATERIAL AND METHODS 

Schoolchildren per country were investigated in eleven 
European countries and one region in Israel during the 
period of 1986-87. The intention was to have 6 groups of at 

k ist 500 respondents by school grade and gender per 
untry. As division by school grade, the last class of ele¬ 
mentary school and the second and fourth class of secon¬ 


dary school were selected in most countries. If the school 
grading system was different, three comparable age groups 
were selected. 

When prevalences of daily smoking were described, the 
means for 11-12, 13-14 and 15-16 year-olds were calcu¬ 
lated per country for reasons of comparability. 

Representative samples were drawn from nine countries. 
The region Wallonia was selected in Belgium, and the 
Lothian province in Scotland. 

Questions on smoking are WHO-standard. Translations of 
the standard questions in different languages posed prob¬ 
lems, but the quality is sufficient for cross-national com¬ 
parisons of results. 

RESULTS 

Percentages of daily smokers by country, gender and age 
are presented in Table 1. 


Table 1. Percentages of daily smokers by country, gender and age 

(N = 43,735) 


boy 

girl 

mean age 

11.5 

13.5 

15.5 

11.5 

13.5 

15.5 

Finland 

0 

9 

29 

0 

6 

20 

Hungary 

0 

3 

21 

0 

1 

14 

Netherlands 

1 

4 

21 

0 

5 

20 

Norway 

1 

6 

16 

0 

6 

17 

Belgium (Wallonia) 

0 

4 

16 

0 

3 

14 

Scotland (Lothian) 

0 

2 

15 

0 

3 

16 

Wales 

1 

5 

13 

0 

7 

15 

Austria 

1 

2 

12 

0 

2 

13 

Switzerland 

1 

3 

10 

1 

1 

12 

flfc Spain 

1 

3 

- 

o 

3 

- 

p Sweden 

0 

1 

9 

0 

2 

11 
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DISCUSSION 


The prevalence strongly increases with age. Differences by 
gender are small. 

Countries are rank ordered by daily smoking among boys 
aged 15.5 years. Percentages are high among boys and girls 
in Finland. The non-western country Hungary scores high 
too. 

Percentages of weekly smokers and those who ever smoked 
as well as numbers of cigarettes consumed were calculated 
too, but these findings were similar to the presented data. 

Daily smoking among schoolchildren aged 15.5 years is 
related to other aspects of lifestyle (see table 2). The rela¬ 
tionship with frequency of drunkenness is highland there 
are also significant relationships with lower physical activ¬ 
ity, poor dietary habits (higher coffee and hamburger 
consumption and lower frequency of breakfast and lunch), 
going late to bed, less time spent on homework and more 
evenings spent with friends. Daily smokers also feel less 
healthy. The relationships of ever smoking and the ex¬ 
planatory variables among schoolchildren aged 11.5 years 
are similar but lower. 

Table 2. Second order correlation coefficients of the re¬ 
lationships between smoking and explanatory variables 
(age and gender are kept constant). 

mean age 15.5 mean age 11.5 
daily smoking ever smoking 


N 

= 11,262 

N = 12,068 

Frequency of drunkenness 

0.37 

0.26 

Physical activity 

-0.06 

0.03 

Coffee consumption 

0.12 

0.12 

Hamburger consumption 

0.09 

0.06 

Frequency of breakfast 

-0.08 

-0.05 

Frequency of lunch 

-0.08 

-0.03 

Going late to bed 

-0.19 

-0.15 

Time spent on homework 

-0.27 

-0.04 

Evenings spent with friends 

0.28 

0.13 

Feeling healthy 

-0.13 

-0.01* 


* not significant at p<0.05 


The relationship of daily smoking and frequency of drunk¬ 
enness among schoolchildren aged 15.5 years was studied 
in more detail. In Wales the percentage of schoolchildren 
who have been more than ten times drunk among daily 
smokers was 56 per cent in boys and 29 per cent in girls! 
Proportions were a third among boys and girls in Finland, 
Scotland and Sweden. 


Smoking is increasing strongly by age among schoolchil¬ 
dren. The smoking epidemic still victimizes youth. 

Differences by country shed doubt about the effectiveness 
of anti-smoking policy. Measures are strongest in Scandi¬ 
navia, but Finland could be found at the top, Norway in the 
middle and Sweden at the bottom in the rank order of 
prevalences. Fortunately, analyses of changes in time of 
smoking prevalence among schoolchildren suggesta posi¬ 
tive effect of the distribution of anti-smoking information 
(Van Reek etal., 1987). 

Daily smoking is related to other aspects of an unhealthy 
lifestyle among schoolchildren aged 15.5 years. Relation¬ 
ships of ever smoking and unhealthy aspects of lifestyle are 
similar among schoolchildren aged 11.5 years. It is there¬ 
fore likely that smoking develops as an integrated part of an 
unhealthy lifestyle. 

Anti-smoking campaigners and policy makers should be 
aware of the integrated unhealthy lifestyle. If possible 
smoking and excessive alcohol consumption should be 
attacked together. 
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Figure. Percentages of schoolchildren who have been 
more than ten times drunk by daily smoking 
in Wales (mean age = 15.5) 
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The Effect of Marketing 
Communication on the Initiation of 
Juvenile Smoking* 

W. Fred van Raaij 

Department of Economics, Erasmus University, The Netherlands 


Many different factors may influence smoking initiation by juveniles: these are incorporated in a 
model and their importance is considered. Individual factors that are most important are family and 
peers. Studies fail to demonstrate that advertising has any direct effect on smoking initiation, though 
this is not surprising as tobacco advertising is a fairly low-involvement activity for all but smokers or 
people who for some reason are predisposed to smoking. Any effects advertising may have are likely 
to be only indirect, and relate to the development of schemata and attitudes about smoking. These are 
likely to be minimal in relation to family and peer influences and will be very difficult to measure. 

INTRODUCTION 

Smoking behaviour is changing. In the Netherlands the percentage of male smokers 
decreased from 90 per cent in 1958 to 37 per cent in 1988 (Van Reek, 1983; Stichting 
Volksgezondheid en Roken, 1989). The percentage of female smokers increased 
from 28 per cent in 1958 to 42 per cent from 1968-1970, but by 1988 had decreased 
to 29 per cent. For a number of years, approximately nine per cent of adolescents in 
the 10-14 age bracket in The Netherlands have smoked, with a higher percentage of 
teenage girls smoking than of boys (Stichting Volksgezondheid en Roken, 1989). 
Similar trends are seen in other countries, including the pattern of adolescent 
smoking. 

This paper reviews the literature on the initiation of smoking among young 
people, with particular emphasis on the impact that advertising has on the onset of 
smoking by adolescents. As the above statistics indicate, a number of adolescents 
decide to become smokers, and a number of researchers have looked into those 
factors that may influence this decision. There are of course many questions to be 
answered. How do young people decide to become smokers? Is it conscious 
information-processing or a less conscious adoption of a habit? Which people 
(parents, teachers, peers) and media (advertising, magazines, television programmes, 
films) influence this decision? Which schemata do these children have about smokers 

*The author wishes to thank Marianne Heuvelmans for her help with the literature search. 
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and non-smokers? And what beliefs do they have about smoking and non-smoking? 
Some answers to these questions can be found in this article. 


THE BASIC MODEL 

The basic model of the factors influencing the onset of smoking is presented in 
Figure 1, This model serves as the outline for the discussion in this article. The distal 
or external variables are adolescent characteristics, such as socio-economic and 
personality variables; the perceived environment of the home, such as smoking 
behaviour of parents, siblings and peers; social norms about smoking; and mass 
media information, including advertising. Proximal or internal variables pertain to 
perception, evaluation, and the decision processes of adolescents. In this paper these 
are described as schemata, attitudes and meaning structures. 

Figure 1 Basic model of factors relating to the onset of smoking. 
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The distal and proximal variables, separately or in conjunction, affect smoking 
intention and smoking behaviour. As the chart indicates, several types and stages of 
smoking behaviour can be distinguished, but here we are concerned with the 
preparatory and experimental stages leading up to regular smoking. 


THE DISTAL VARIABLES 
Adolescents' characteristics 

Relevant socio-economic adolescent characteristics with regard to smoking are age, 
gender, education, social class and culture. Relevant personality traits include 
maladaptation, locus of control, academic lifestyle orientation, tolerance for 
deviance, health orientation, and time preference. 

Age 

Adolescents from 11-19 years of age are often divided into three age groups: 
(1) early adolescents of 11-13 years, (2) middle adolescents of 14-16 years, and 
(3) late adolescents of 17-19 years of age. De Vries and Kok (1987) found that early 
adolescents, especially girls, perceive more negative immediate effects of smoking, 
such as dizziness, coughing, and watering eyes. Late adolescents recognize more 
advantages of smoking, such as sociability, relaxation, and not being nagged. 

Gender 

In many studies, differences between boys and girls in smoking initiation are 
reported. Earlier studies (Levitt and Edwards, 1970) showed that more boys than girls 
smoke. More recent statistics from western countries indicate that more girls now 
smoke than boys. The trend is perhaps unexpected, for Page and Gold (1983) found 
that girls are more health-conscious than boys and more obedient than boys to the 
wishes of parents, doctors and teachers. However, girls mature earlier and, combined 
with a steady change in social norms about emancipation and smoking, girls now 
exhibit smoking behaviour similar to boys one or more years older. The 
introduction of low-tar cigarettes may have contributed to this development (Swan el 
al., 1989). 

Education 

Adolescents with a lower level of education, especially boys, are more likely to start 
smoking (Standhardt, 1985). This may be related to a lifestyle that is not 
academically orientated and low self-esteem. 

Social class 

People of a lower social class are more likely to start smoking (Borland and Rudolph, 
1975). This is largely related to level of education. 

Culture 

Castro el al. (1987) studied smoking initiation of adolescents from white, black, 
hispanic, and asian-pacific sub-cultures in the United States of America, and 
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Boddewyn (1989) studied the effects of advertising on juvenile smoking initiation in 
16 different cultures (white, pacific-asian, black). Many cross-cultural differences 
were observed in these studies, although Boddewyn concluded that advertising was 
not a significant influence in any culture. 

Personality traits 

A number of studies have found that general personality characteristics or 
disposition are related to the initiation of smoking. Jessor and Jessor (1977) 
developed the 'problem behaviour theory', in which certain personality variables 
define a tendency to deviant behaviour and predict an early or premature transition 
to adult behaviour, such as smoking. Personality variables that have been identified 
as important in relation to smoking initiation (adapted from Chassin et al, 1984) are 
maladaptation; locus of control and self-monitoring; the value placed on academic 
achievement and independence; tolerance for deviance; health orientation; and time 
preference. 

In early studies, personality traits such as anxiety (Walker et al, 1969), depression, 
helplessness (Pflaum, 1965), self-confidence (Smith, 1969), persuasibility, social 
disapproval, risk-taking and rebelliousness (Collins et al, 1987; Stewart and Livson, 
1966), extraversion and neuroticism (Cherry and Kieman, 1976) have been shown to 
correlate with smoking, though not necessarily with the onset of smoking. Kellam et 
al (1982), in a longitudinal study in the USA, reported that aggressiveness and 
shyness in first grade male children are predictive of later alcohol, cigarette and 
marijuana use. Aggressiveness has a positive correlation and shyness a negative 
correlation with cigarette-smoking ten years later. The personality traits identified in 
these studies indicate maladaptation or lack of social adjustment to reality. Smoking 
may begin to compensate for this poor adjustment. 

Chassin et al (1985) and Eiser et al (1989a) studied health locus of control and health 
beliefs of smokers and non-smokers. Locus of control is the attribution of causes to 
observed phenomena, such as illness, health, and physical condition, effects such as 
success and failure, and the behaviour of oneself and other people (Rotter, 1985). 
People with a high degree of perceived internal control attribute more causes to 
themselves and perceive more control over their life and environment (personal 
control). People with a high degree of perceived external control attribute more causes 
to circumstances and perceive less control over their life and environment (chance 
control). A third locus is powerful others, i.e. the belief that other powerful people, e.g., 
parents, doctors and teachers, affect one's destiny. Internal locus of control has been 
associated with greater knowledge of disease and ability to quit smoking. Internal 
control is also related to preparedness to forego immediate gratification for longer- 
term rewards, such as health in later life. Non-smokers are characterized by more 
internal control than smokers (Eiser et al, 1989b). 

People who believe in chance control are more likely to start and to continue 
smoking. Their health is perceived as less dependent on their own decisions, and 
more a matter of genetics or good luck. These people are more likely to be influ¬ 
enced by advertising, because they dissociate smoking from health consequences 
and prefer immediate smoking gratification rather than later good health. Smoking 
may then be part of a larger 'unhealthy lifestyle', including drinking coffee and 
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alcohol, less exercise, and eating poor food. Advertising may appeal to this 
'unhealthy but attractive' lifestyle. No empirical studies exist on the relationship 
between chance control and smoking. 

Early adolescents often have a high degree of self-monitoring. Self-monitoring is a 
personality characteristic related to the effect of the situation on behaviour (Snyder 
and DeBono, 1985). People who have this high degree of self-monitoring try to be 
the 'right' person in the right place, regardless of their own attitudes. High- 
monitoring people learn how they should behave from many sources, perhaps 
including advertising, and act accordingly. Low-monitoring people normally have a 
higher attitude-behaviour consistency, and follow their own attitudes regardless of 
the situation. If smoking is perceived as the right behaviour at certain occasions, high 
monitoring people are more likely to smoke. 

During the transition to adulthood, adolescents are highly self-conscious and 
insecure about what to say and how to behave. Elkind (1967) introduced the concept 
of the 'imaginary audience', the belief that others are preoccupied with one's 
behaviour and appearance. Girls are more self-conscious and susceptible to this 
'imaginary audience' than boys. They try to make a good impression on others in 
order to obtain rewards and to increase their self-confidence. This inclination is 
similar to a high degree of self-monitoring. Barton el al. (1982) observed: There are 
strong theoretical and empirical reasons to believe that early adolescent girls are 
particularly vulnerable to adopting cigarette smoking as a way of attaining desirable 
social image.' 

Persons with an academic lifestyle orientation seek academic achievements and have 
high educational aspirations. Features of this orientation are the systematic enlarge¬ 
ment of one's knowledge through reading, discussion and observation, and a willing¬ 
ness to invest substantial effort over long periods of time without immediate reward. 
It contains elements of delay of gratification, future-time orientation, aspiration level 
and need for cognition (Cacioppo and Petty, 1982). Academic lifestyle orientation is 
opposed to impulsive practices, including smoking. This may explain the lower 
prevalence of smoking among people with higher levels of education. 

Disobedience, acceptance of social disapproval, risk-taking, rebelliousness and 
non-conformism characterize adolescents with a tolerance for deviance. Such 
individuals may oppose parental and societal norms. Obedient children are more 
influenced by parents, whereas disobedient children are more influenced by peers 
(McAlister el al., 1984). Chassin et al. (1984) define a group of adolescents that are 
very likely to become smokers. These adolescents are deviance-prone (Jessor and 
Jessor, 1977), unconventional, external in their locus of control, have lower 
expectations for attaining academic success, and have the desire for accelerated 
maturity. They live in environments with more smoking models, and they 
overestimate the extent of smoking by adults and teenagers. As smoking becomes 
increasingly socially disapproved, smoking as a deviant activity might become more 
attractive to these adolescents. 

Social bonding theory states that adolescents' attachment to aspects of 
conventional society are important in constraining deviant behaviour. Specifically, 
beliefs, involvement and commitment to education were found to have the strongest 
constraining effect (Krohn et al., 1983). Attachment to friends is positively related to 


Source: https://www.industrydocuments.ucsf.edu/docs/tyhlOOOO 


2503017629 




20 


INTERNATIONAL JOURNAL OF ADVERTISING 1990, 9 


smoking, while commitment to education is negatively related to smoking initiation. 

Adolescents with a high degree of health orientation are less likely to start smoking. 
Health orientation has a number of components (Van der Rijt, 1979), including 
concern for one's health, concern for one's physical condition, and anxiety about 
pain and illness. Van der Rijt (1979) finds that health orientation is not related to the 
initiation of smoking, but to the cessation of experimentation and regular smoking 
stages. 

Another important personality characteristic with respect to smoking is time 
preference (Homik, 1989). People with a high time discount rate are likely to prefer the 
immediate satisfaction of smoking more than people with a low discount rate. 
People with a present-time orientation are more likely to start smoking than those 
with a future-time orientation. 


Perceived environment 

The real and perceived environment of adolescents consists of the cultural agents 
that transfer cultural values and norms from one generation to the next, or between 
members of one generation, in a process called socialization. The primary target group 
of socialization is adolescents between the ages of 11 and 19 years. Each stage of life 
involves the adolescent in specific social fields in which there are cultural agents who 
define social tasks and judge the adequacy of their performance in that field. During 
these stages, in which adolescents undergo social adaptation, they receive 
information from cultural agents, from their own experience and from external 
information sources, all of which can influence their behaviour, including smoking 
behaviour. 

Cultural agents comprise the family (parents and siblings), the school (teachers and 
classmates), the Church, friends and peers, sports instructors, and the mass media, 
including advertising and anti-smoking campaigns (Figure 2). The influence of 
cultural agents on adolescent smoking varies greatly. Studies suggest that parental 
and peer influence are highly significant. There is no persuasive empirical evidence 
to suggest that the media, including advertising, influence the decision to start 


Figure 2 Cultural agents affecting adolescents. 
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smoking (Fishbein, 1977; Kelson et al, 1975; McAlister el al, 1979; Mettlin, 1976). 
However, Gom and Florsheim (1985) argue that commercials for adult products, 
such as lipstick and diet drinks, have socialization effects on children. These 
commercials can influence children's perception of products and brands that are 
associated with being an adult and are thus perhaps seen as the products and brands 
they should consume in the future. A similar effect arguably might occur through 
media portrayals of smoking, including advertising, but also including portrayals of 
smoking behaviour in films and television programming. 

Family influences 

Wohlford (1970), Bewley et al. (1974), and Chassin et al. (1981a) report that there is a 
relationship between the cigarette smoking of parents and their teenage children. 
Boys are more likely to smoke if their fathers smoke, and girls if their mothers 
smoke. The parents seem to act as sex-linked models for their children. In broken 
families, boys seem to rebel against the parental smoking model by adopting the 
opposite behaviour (negative identification). Wohlford's (1970) mother and daughter 
smoking patterns were enigmatic. Van Reek et al. (1985) also perceived an effect of 
parental smoking on the smoking behaviour of children. Eiser et al. (1989b) 
concluded, after studying 10,000 adolescents, that parental opposition to smoking is 
a negative predictor of adolescent smoking. If parents do not object, it is more likely 
that adolescents start or continue to smoke. 

Van der Rijt (1979) finds that more adolescents smoke if their parents do so. An 
even stronger effect occurs if smoking parents forbid their children to smoke. 
Smoking then becomes attractive as 'forbidden fruit' and 'for adults only'. Children 
react to this parental example and prohibition by smoking more. Brehm's (1966) 
reactance theory predicts that behavioural options become more attractive by 
prohibiting or blocking them. This is not only in the case of smoking, but may also 
affect drinking, drug use, clothes, and hairstyles. 

If parents stop smoking, this may reduce their children's experimentation with 
smoking. Anti-smoking campaigns may thus not have a direct effect on adolescents, 
but rather an indirect effect through the response of adults to such campaigns. 

Peer influences 

The literature makes clear that peer influence, especially from peers of the same sex, 
is the pre-eminent factor in the onset of smoking experimentation and the 
maintenance of smoking (Bewley et al., 1974; Biglan et al., 1984; Friedman et al., 1985; 
Hirschman et al., 1984; Levitt and Edwards, 1970; McCaul el al., 1982; Van Reek etal., 
1985). Peer influence increases with age as parental influence declines (Krosnick and 
judd, 1982). Adolescents smoke when they are in the presence of other adolescent 
smokers. Smoking by a 'best friend' is a good predictor of smoking initiation (Levitt 
and Edwards, 1970). Most adolescents receive cigarettes from friends (57 per cent) 
and acquaintances (20 per cent) than from siblings and parents (Baugh et al., 1982; 
Friedman et al, 1985). Smokers tend to select other smokers as friends in higher 
proportions than non-smokers do other non-smokers. Such friendships provide social 
support for smoking (Fisher and Bauman, 1988). Covington and Omelich (1988) 
assert that even in the absence of peers, beliefs about peer approval and pressure 
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might be present and influence smoking behaviour. 

Van der Rijt (1979) studied the interaction and exchange processes in peer groups, 
and Eiser and Van der Pligt (19S4) explained the process of peer group influence in 
more detail. One of the strongest predictors of later smoking is the ability to create 
or to join social networks comprised predominantly of smokers or of non-smokers 
(Newcomb et al, 1989). In a smoker network more opportunities to smoke exist, 
more cigarettes are offered by others, and more acceptance of smoking behaviour 
can be found. Peer groups do not necessarily exert pressure, but they do provide 
social approval. In peer groups with leaders that smoke, more adolescents start 
smoking than in peer groups in which the leaders do not smoke. Cigarettes act as an 
exchange commodity in peer groups. Adolescents with a higher status in the group 
receive more cigarettes from other group members than adolescents with a lower 
status. 

More recent anti-smoking campaigns try to limit peer influence by stressing the 
ability to resist social pressure and to say 'No' when a cigarette is offered (Best et al, 
1984; Murray et al, 1984), and by derogating the positive smoker schema that may 
develop from peers and other sources, including advertising. Same-age peer leaders 
seem to be a necessary condition in order for such campaigns to be successful 
(Murray et al, 1984). In most studies the peer group is seen as a source of persuasion, 
to which the weaker and more gullible succumb and the stronger and more 
intelligent resist. However, as smoking is now a minority activity, the causal 
influence is less clear, and peer-group effects might thus be against, rather than in 
favour of, smoking (Figure 3). 


Figure 3 Peer influence on the initiation of smoking. 



As compared with peer influence, advertising effects seem to be unimportant, 
although advertising may reinforce and justify smoking experimentation by serving 
as a reminder of peer influence and reinforcing the sociable character of smoking. 


PROXIMAL VARIABLES 

The above discussion explains the external variables that may influence a young 
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person to experiment with cigarettes or to begin smoking. These variables may result 
in the formation of opinions, beliefs, meanings, attitudes, values, schemata and 
intentions with regard to smoking. These opinions, beliefs and so forth are described 
in Figure 1 as proximal variables. 

The proximal variables develop at a more or less elaborated and conscious level. 
Three basic models have been described for this development process, and they may 
be distinguished by the level of conscious processing or involvement that the model 
presumes (Poiesz, 1989). These are the schemata model, the reasoned action model, 
and the meaning structure model. These models do not contradict each other. 
Although the schemata model is more holistic, elements of it can often be placed as 
beliefs in the reasoned action model or as attributes, consequences and values in the 
meaning structure model. 

Schemata model 

At a less conscious level, the schemata model is the most appropriate to describe the 
onset of smoking (Beijk and Van Raaij, 1989). A schema is a more or less stable 
network of associations and connotations around a behaviour pattern such as 
smoking or non-smoking. An image is an example of a schema. It is assumed that 
people try to realize an ideal self-schema by matching their self-schema to a desirable 
other schema. 

According to the schemata model, people develop schemata or images about the 
typical smoker or the typical non-smoker, based on information from many sources. 
McKennell and Bynner (1969) and Burton et al. (1989) distinguish (1) self-schemata, 
containing qualities the subject ascribes to him or herself; (2) ideal self-schemata, with 
qualities the subject would like to possess; (3) smoker schemata, with qualities ascribed 
to smokers in general; (4) non-smoker schemata, with qualities ascribed to non-smokers; 
and (5) advertising schemata, with qualities ascribed to models in tobacco advertising in 
magazines and on billboards (Figure 4). 


Figure 4 Possible relationships among schemata. 



Early adolescence is the developmental stage of maximum conformity to group 
norms. For girls, it peaks at 12 years and for boys at 15 years of age (Iscoe, Williams 
and Harvey, 1963). It is the period of low self-esteem, and during this period 
adolescents may adopt smoking if this is seen, perhaps through self-monitoring, as 
enhancing their self-schema and self-esteem and creating the impression that they 
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want to make on others. Leventhal and Cleary (1980) suggest that during the 
experimentation stage of smoking initiation, people perceive and evaluate the 
schema associated with smoking. If adolescents perceive an attractive and socially 
successful smoker schema, they might begin to smoke in order to attain this 
attractive schema, both in their own eyes and in the eyes of their peers. 
Advertisements using such models as the Barclay, Camel or Marlboro man (Burton et 
al, 1989), might help to create and reinforce positive smoker schemata in 
adolescents. Advertising may thus have no direct influence on the initiation of 
smoking, but it may provide smoker schemata that can be used in building one's self¬ 
schema (Table 1). 


Table 1 Adolescents' characteristics over time 



EARLY 

ADOLESCENCE 

MIDDLE 

LATE 

self-consciousness (boys) 

high 

high 

medium 

self-consciousness (girls) 

high 

high 

high 

self-schema 

unstable 

unstable 

more stable 

self-esteem (boys) 

low 

medium 

high 

self-esteem (girls) 

low 

low 

medium 

self-monitoring 

high 

high 

medium 

insecurity 

high 

high 

medium 

conformity to peers 

high 

high 

medium 


Grube et al. (1984) found that the self-schemata of potential and actual smokers 
were more similar to smokers in general than the self-schemata of non-smokers. 
Chassin et al. (1981b) found that non-smokers who had actual and ideal self-schemata 
close to the smoker schema were more likely to intend to smoke than non-smokers 
with schemata different from the smoker schema. Vitz and Johnston (1965) found 
positive correlations between smokers' masculine self-schemata and advertising 
schemata relating to masculinity. 

People with a high degree of self-monitoring (Snyder and DeBono, 1985) are 
especially susceptible to creating an attractive self-schema or image to present to 
others. Norman and Tedeschi (1989) use the concepts of impression management or 
self-presentation. Adolescents desire to attain particular identities in social 
interactions in order to achieve certain rewards or to avoid punishment. Particularly 
during the transition to adulthood, impression management may hide basic 
insecurity in social situations. An individual who smokes may be perceived among 
adolescents as mature or sophisticated, as popular and interesting, and generally as 
'cool'. If so, the desire to be 'cool' might lead a young person to decide to begin 
smoking. 

Which characteristics of the smoker schema are prevalent among adolescents? 
McKennell and Byrtner (1969) found three groups of smoker traits applicable to both 
males and females.- (1) educational failure, including sloppiness and low school 
achievements; (2) toughness, timidity (shy, meek, quiet); and (3) precocity, i.e. acting 
and appearing grown-up. All subjects perceived precocity as a positive smoker's 
asset. Smokers themselves see toughness as another positive asset. Educational failure 
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is generally perceived as a social liability of smoking. Chassin et ai (1981b) extend 
this work and report a link between this schema and smoking intention. Non¬ 
smoking adolescents with a self-schema similar to the smoker schema are more likely 
to start smoking in the future. These authors suggest that adolescents may initiate 
smoking both as a way of achieving consistency with their actual self-schema and as 
a way of attaining selected characteristics to which they aspire. 

Barton et ai (1982) asked subjects to rate photographs of smokers and non- 
smokers. Smokers were perceived as having a number of negative traits: less healthy 
(especially for males), less wise, less good, less obedient, less likely to do well at 
school, trying to act older, and less desirable as friends. Positive traits of smokers 
were also given: tougher, wanting to be with the group more, drinking more, and 
more interested in the opposite sex. These differences were stronger for sixth graders 
(10-11 years of age) than for tenth graders (14-15 years of age). Barton et ai (1982) 
found that for sixth grade girls, smoking intentions were related to more aspects of 
the smoker schema than for boys. By the tenth grade this tendency diminished. 
Interest in the opposite sex and drinking alcohol are the only aspects of the smoker 
schema that are significant at this age. 

The smoker schema is thus highly ambivalent for adolescents in that it contains 
both negative and positive traits. Some advertising tends to stress the positive traits: 
toughness, sociability and interest in the opposite sex. Although subjects do not 
consciously process this symbolic advertising information, it may have an effect on 
the smoker schema and their self-schema. Although they do not want to admit that 
they are influenced by advertising (it may be socially undesirable to be influenced), 
advertising messages portraying an attractive smoker schema may nevertheless have 
an impact on these perceptions and thus on smoking experimentation. 

Aitken et ai (1985, 1987) studied children's awareness of cigarette advertising and 
brand imagery. This perception of advertising brand imagery develops over the ages 
of 10-14 years. For example, when presented with an advertisement for Kim 
cigarettes (which showed a cigarette pack and cocktail glasses), ten-year-olds said that 
people who liked this advertisement would smoke and drink. Most of the 14-year- 
olds go beyond what is explicitly shown and perceive Kim as young, feminine, 
sociable, trendy and sporty. This indicates that advertising suggests characteristics 
that go beyond what is actually shown in the advertisement. Adolescents make 
inferences about smoker schema based on advertising images. 

Aitken et ai (1987) found that older adolescents and adolescents who smoke or 
intend to smoke recognize more cigarette advertisements. Adolescents who smoke 
are able to solve 'puzzle' advertisements (with brand names absent or scrambled) 
such as those for Benson & Hedges, Marlboro and Silk Cut. The study found no 
differences between smokers and non-smokers in their ability to match facets of 
brand personality with the appropriate advertisements, e.g., the tough cowboy 
= Marlboro, and travelling business executive = Peter Stuyvesant. Although in the 
Aitken et ai (1987) study a relationship was observed between smoking and 
advertisement recognition, this does not mean that advertising induced or reinforced 
smoking. 
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Reasoned action model 

At the conscious level, the reasoned action model of Fishbein and Ajzen (1975) is 
probably the most appropriate and accurate model to illustrate the relationship 
between smoking attitude and behaviour (Figure 5). 


Figure 5 Reasoned action model (Fishbein and Ajzen, 1975). 



According to this model behaviours and behavioural intentions are governed by 
personal attitudes and social norms. Fishbein (1977) and Chassin et al (1981a) applied 
the reasoned action model to smoking behaviour. 

Attitudes toward smoking are based on beliefs about the behaviour and the 
consequences of that behaviour. The beliefs are evaluated in terms of favourable- 
unfavourable. If b; is the i-th belief and aj is the evaluation of this belief, the attitude 
toward smoking A act is: 

A^b^a j. 

Social norms are related to relevant agents (peers, parents, teachers, idols) and also to 
perceptions, such as the perceived prevalence of smoking. Smokers tend to estimate 
the proportion of smokers to be higher than non-smokers. The social norms consist 
of normative beliefs and the motivation to comply with these normative beliefs. If 
nbj is the i-th normative belief and mq is the motivation to comply, the social norm 
is: 

SN^nb^mq 

Attitude A^ and social norm (SN) determine behavioural intention (BI) and thus 
smoking or non-smoking behaviour (B): 

B - BI=w x ★ A^ + w 2 ★ SN 

While the schemata model and the distal personality variables (Jessor and Jessor, 
1977) predict smoking experimentation best, the reasoned action model is more 
appropriate for predicting the transition from experimentation to regular smoking. 
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Direct personal experience with smoking leads to the formation of more stable 
beliefs and evaluations (Regan and Fazio, 1977) and to more experience with social 
norms about smoking. In such a situation the reasoned action model is a good 
predictor of smoking intentions and smoking behaviour. Information-based 
interventions will be more effective at this stage. Informative advertising about low- 
tar or filter cigarettes aimed at this group is likely to be effective. 

The reasoned action model is also more appropriate in situations where tobacco 
commercials and anti-smoking information are simultaneously available. Pro- and 
anti-information at the same time increases the awareness of the health consequences 
of smoking, and leads to a more j informed choice of smoking or non-smoking 
behaviour. Without anti-information, consumers might make a less informed choice 
and react more positively to the smoker schema in advertisements (Teel dal, 1979). 

Meaning structure model 

At the most elaborate level, the meaning structure model (Reynolds and Gutman, 1984) 
can be employed (Figure 6). Attributes, consequences and values are distinguished 
and placed in a certain order (ladder). Physical smoking attributes are giving and 
receiving cigarettes and inhaling smoke. A psycho-social attribute is smoking a 
famous brand. Functional and dysfunctional consequences include relaxation and 
health damage. The consequences become important if they refer to values. An 
instrumental value is sociability and affiliation with others, and it is pursued in order 
to attain a terminal value, such as masculinity and self-esteem, 


Figure 6 Meaning structure model of smoking behaviour. 


6. Terminal values (self-esteem) 

i 

5. Instrumental values (being accepted) 

4. Psycho-social consequences (admiration) 

3. Functional consequences (relaxation) 

2. Psycho-social attributes (famous brand) 

1. Physical, technical attributes (inhaling) 

There is scant literature about the use of meaning structure analysis in the study of 
smoking initiation. However, it is a fruitful model to structure the knowledge and 
meanings attached to smoking. Experimental smokers might have a global meaning 
structure. Adolescents may pursue smoking not so much as a behaviour, but as a 
means to realize consequences and to express values. 


VALUES: 

t 

CONSEQUENCES: 

t 

ATTRIBUTES: 


SMOKING AND NON-SMOKING BEHAVIOUR 

The distal and proximal variables will combine to influence behaviour, as indicated 
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in Figure 1. Hirschman and Leventhal (1989) describe the stages of behaviour 

concerning smoking as follows: 

1. the preparatory stage, during which attitudes towards smoking and schemata of self- 
as-smoker are formed and modified; 

2. the experimental smoking stage, during which trial with cigarettes and pleasant, 
neutral or aversive initial experiences with cigarettes confirm or disprove 
expectations; 

3. the regular smoking stage, during which smoking at certain times and in certain 
situations becomes established as a behavioural pattern and is maintained as a 
habit; 

4. the heavy smoking stage, characterized by heavy daily smoking, nicotine craving, 
and difficulty upon quitting; 

5. the quitters, regular or heavy smokers that try to quit their habit. 

In this article the focus is on the onset of smoking; heavy smoking and quitting 
are not discussed any further (Figure 7). 

Figure 7 Stages of smoking behaviour. 



1. During the preparatory stage , children's attitudes toward smoking and a schemata 
of self-aS'Smokex are formed and modified. During the preparatory stage, early 
childhood experiences seem to influence future smoking behaviour. Children may 
anticipate their future behaviour and learn smoking characteristics or they may learn 
not to smoke. Parents form a first model of 'adult behaviour' of smoking. Yasin 
(1973) reports that children who grow up with smoking parents and older siblings 
have a higher probability to start smoking themselves at a higher age. Family 
examples provide the vicarious experiences that allow for the development of 
attitudes about smoker schemata, of what smoking is like, and why it is done. 
Children learn at this stage by observing and imitating their parents, especially their 
mother (Baric and Fisher, 1979). Smoking family members provide the environment 
and the materials for trying the first cigarette. Although some children smoke an 
occasional cigarette or have a few puffs before the age of nine, it is essentially still 
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the pre-smoking period. Almost 90 per cent of all adolescents try at least one 
cigarette. Much first-time smoking occurs after the transition from elementary 
school to junior high school. Advertising may have an effect during this stage on the 
smoker schema that children form, as well as on some beliefs about smoking, such as 
the health associations or possible health consequences. 

2. The experimental smoking stage is the stage of learning to light a cigarette, to inhale 
correctly, and experiencing the different effects under different conditions. Hirsch- 
man et al. (1984) give a detailed account of the paths which adolescents follow 
through these stages. Most respondents reported aversive experiences while trying 
their first cigarette: bad taste, coughing, bad smell, dizziness, sickness, burning 
throat, headache and nausea. Two-thirds of the adolescents see these experiences as 
symptoms of the adverse health consequences of smoking and do not try another 
cigarette. Others feel that they can overcome these symptoms, just as they overcame 
the aversive experience of their first glass of beer. 

Parents and peers play an important role during this period. Smoking parents may 
serve as a model for their children, and they also provide opportunities for 
experimentation. It is likely that there are cigarettes available in the home to try. 
Parents may admonish their children not to smoke, and during early adolescence 
children may accept this parental advice. At middle adolescence a parental 
prohibition may have adverse effects, especially if parents smoke themselves. The 
smoking schema may also develop meanings usually attached to the consumption of 
alcohol and sexual behaviour. Social, psychological, primary and secondary 
reinforcements take place during this stage. The experimental stage may last for one 
year or more. 

3. After up to two years of experimenting, 85 per cent of those who experiment 
with four or more cigarettes become regular smokers. During the regular smoking 
stage, advertising may help to maintain brand loyalty and convert smokers to a 
particular brand. 

The process by which young people become regular smokers is poorly 
understood. If smoking is associated with pleasurable activities (smoking after work; 
smoking after a good dinner; smoking during recreation), it may become reinforcing 
by itself. Social contingencies probably remain important. 

In a number of studies (Van der Wal, 1983) a relationship between drinking and 
smoking has been established. Drinking coffee and alcohol usually starts at a lower 
age than smoking (Hirschman et al., 1984), and new smokers appear to come from 
the category of alcohol drinkers. Among middle adolescents, heavy drinkers are 
more likely to become heavy smokers as well. For late adolescents no relationship 
between smoking and drinking can be found. 


CONCLUSIONS: EFFECTS OF MARKETING COMMUNICATION 

In the foregoing discussion the factors influencing the initiation of juvenile smoking 
were described. The effects of advertising on the initiation of smoking were 
mentioned in several places. A more systematic account of the effects of advertising, 
sales promotion, in-store displays, sponsorship and other marketing communication 
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instruments on smoking initiation by adolescents will now be given. 

Marketing communications may be divided into theme-orientated instruments to 
change the knowledge (awareness, beliefs) and attitudes (affect, evaluations) of 
consumers, and action-orientated instruments to change the behaviour of consumers 
(Figure 8). Advertising in mass media, outdoor and cinema advertising and 
sponsorship are mainly theme-orientated. Sales promotion, in-store displays, direct 
mail and direct-response advertising are mainly action-orientated. With theme- 
orientated instruments, an attractive smoker and brand schema can be created and 
beliefs and evaluations can be formed and changed. Action-orientated instruments 
generate and facilitate purchase behaviour (Floor and Van Raaij, 1989). 


Figure 8 Effects of marketing communication. 



Advertising as theme communication affects knowledge and attitudes, and thus 
smoker and brand schemata and beliefs. In the literature, high and low involvement 
situations are distinguished. Involvement is related to the product, person and/or 
situation. If a product is very important for a consumer, more information processing 
about product and brand choice and more attention to advertising may be expected. 
This is the high involvement situation. In the low involvement situation, less 
information processing and attention to advertising may be expected. Advertising 
strategies and contents differ, depending on the involvement situation of the target 
group. 

Advertising contents have changed over time. In the period before 1955 health 
claims constituted a considerable proportion of the information disseminated 
through cigarette advertising. Some American brands, e.g., Camel, Kent or Old 
Gold, claimed less throat irritation than other brands; Kent and Lucky Strike claimed 
protection from nicotine and tar. Camel even presented brand endorsements by 
medical personnel. In the presence of such advertising it was almost impossible for a 
potential smoker to ignore or forget that cigarette smoking leads to throat irritation, 
coughs and other symptoms. 

After 1955 health claims were seldom made; after 1970 only the obligatory 
standard health warning and tar/nicotine figures were presented. Between 1955 and 
1970 there was a paucity of commercial information relating to health. The 
individual and social pleasures of smoking were the most often-used claims in 
advertising. The increase in smoking during this period could be explained by the 
absence of health as an issue in commercial advertising (Calfee, 1986). 

Cigarettes are, for most adolescents and adults in most situations, a low 
involvement product. The advertising confrontation is not actively sought, limited 
attention is paid to the advertisement, and limited effects may be expected from one 
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confrontation. With repetition over time, some effect of the advertising campaign 
might be expected. However, low involvement advertising effects can arise only in 
the long run, and after many advertising confrontations. 

In specific situations, such as at the onset of smoking or with brand switching, 
involvement with cigarettes is temporarily higher. In situations of high involvement, 
the arguments and claims in advertisements will be carefully read and processed. 
This information may consist of product attributes (type of filter, length and quality 
of cigarettes), consequences (pleasure, relaxation, health) and schemata information 
about the type of smoker (rugged and tough, sophisticated, sociable, cosmopolitan, 
feminine). Under high involvement conditions, consumers form beliefs and develop 
pro and con arguments in reaction to the advertising. The advertisement itself may 
elicit pro-smoking arguments, the health warning counter-smoking arguments. 
Consumers are thought to process the pros and cons of smoking in general and to 
arrive at an informed decision. 

Aitken el al. (1985) find that children recognize cigarette brand imagery. Smokers 
were nearly twice as likely to correctly identify cigarette advertisements and slogans 
(Chapman and Fitzgerald, 1982). But in the studies reviewed no indication can be 
found that advertising has a significant effect on the initiation of smoking. In a 
similar way, alcohol advertising has no effect on overall drinking (Smart, 1988). The 
main agents influencing smoking among adolescents are the parents and older 
siblings during the preparatory and experimentation stages and peers during the 
experimentation and regular smoking stages (Boddewyn, 1989). Teachers and other 
adults have a minor influence. The social networks of adolescents are the major 
impetus to smoking. Advertising might play a role by providing smoker schemata 
that reinforce smoking, and advertising may raise the issue of the health 
consequences of smoking (Calfee, 1986) (Figure 9). These schemata and the health 
issue may become a part of one's thinking and conversation with others. Advertising 
thus has no direct influence but might have an indirect one, through other people, as 
reinforcement and justification of other people's influence. This reinforcing effect is 
not demonstrated in the published literature, but it cannot be entirely ruled out as a 
possibility. 

Figure 9 Factors affecting smoking stages. 


Family influences 


Peer influences 

ADVERTISING 

EFFECTS Smoker Schema 

(Ideal) self-schema 
Beliefs about consequences 


Physiological effects 




Cross-national studies on smoking indicate that the prevalence of smoking is high 
in countries with an almost complete ban on tobacco advertising (Australia, Canada, 
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Norway and Sweden) and low in countries with a more liberal advertising climate 
(Argentina, Hong Kong, Japan, Kenya and The Philippines) (Boddewyn, 1989)). This 
indicates that any reinforcing and justifying effect of advertising does not cause 
adolescents to start smoking. 

Thematic advertising in the mass media, cinemas and out-of-doors are the most 
common. A new trend in marketing communication is thematic promotion , i.e. sales 
promotion without a direct selling objective. In the Netherlands, the cigarette brand 
Caballero organizes the Trip around the World', Camel has the 'Camel Trophy', and 
the roll-your-own brand Brandaris organizes sailing contests. These thematic 
promotions create awareness of the brand as well as positive, sporting connotations 
with that brand. Sport sponsorship may have the same objective; brand awareness and a 
sporting connotation. These sporting events receive extensive media coverage, 
especially on television. In the Netherlands, each cigarette brand now tends to be 
identified with a particular sport: Marlboro with automobile racing, Pall Mall with 
sailing and surfing, Brandaris with sailing, Benson & Hedges with speedboat racing, 
and Lucky Strike with side-car racing. Ledwith (1984) reported a greater awareness 
of cigarette brands that had been frequently associated with sponsored sporting 
events on television, but no causal links have been shown between sponsorship and 
adolescent smoking initiation behaviour. 

Another development in the last decade is the use of brand names for other 
products. 'Caballero' is not only a cigarette but also a brand of sherry. 'Marlboro' is 
the name of a brand of fashion clothing. The name Drum' is also used for tents, 
rucksacks and other outdoor articles. In another context, Peter Stuyvesant has an art 
collection. The expressive values of such products may be added to the brand 
schema. However, if they are, there is no literature on any effects of brand extension on 
the initiation of smoking. 

In-store displays, especially at the check-out counter, attract attention to a specific 
brand. It is a way to facilitate purchase. No empirical studies exist on the effects of in¬ 
store displays on the initiation of adolescent smoking. It is likely that in-store 
displays, as a reminder at the point of purchase, have an effect on the purchase 
behaviour of smokers, though not on adolescents to become smokers. 


TECHNICAL CONCLUSIONS 

Most of the studies reviewed in this article are based on cross-sectional data 
collection. A cross-section is a survey at one point in time, and may show 
correlational relationships between variables, but not causal relationships. The value 
of a cross-sectional analysis is that it allows hypotheses about the relationship 
between variables, but one cannot conclude from a cross-section which factors cause 
smoking or which factors may be consequences of smoking. The correlations may be 
spurious, or the factors may both be caused by a third factor. Many factors change 
with the development of adolescents, e.g., changes in smoking and media usage may 
coincide. One factor is not the cause of the other. 

Some studies (Chassin et ai , 1984; Collins et al, 1987) have a longitudinal design, 
i.e. adolescents are followed over time and measures are taken on at least two 
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occasions t, and t 2 . Even then, causal relationships cannot be established, although it 
becomes more clear which factors at time tj precede smoking at t 2 . These effects are, 
however, often confounded with unmeasured factors and trends. Here too, spurious 
correlations are often reported as causal (Van Raaij, 1984). 

The best research design would be the experimental approach, in which all factors 
except the experimental ones are kept constant. A longitudinal experimental 
approach is needed to establish the effects of advertising on smoking initiation. The 
control group should then be exposed to the 'normal' level of tobacco advertising, 
whereas the experimental group should not be confronted with advertising stimuli 
for a period of two years (the experimental stage). This is, however, impossible both 
for practical reasons and due to ethical constraints (Moschis, 1989). 

A quasi-longitudinal experimental design can be found in cross-national 
comparisons between countries with severe tobacco advertising restrictions and 
those with almost no restrictions (Boddewyn, 1989). In these comparisons one should 
account for cultural and economic differences between countries that may provide 
alternative explanations, other than advertising, for the differences in the initiation 
of smoking (Van Raaij, 1978). 

Along with the experimental design and research method, the data collection 
method deserves attention. In most studies self-completed questionnaires were used. 
Adolescents had to remember the factors that were important at the onset of 
smoking. Factors may be easily forgotten. Socially less desirable factors may not be 
reported. The questionnaires were often completed in a class setting, with a lack of 
privacy and insufficient time for reporting on complex situations and behaviours. 
Personal interviews (Boddewyn, 1989) are better for uncovering the motivation and 
behaviour of adolescents. 
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Smoking and attitudes towards smoking in Norway 

Tiddskr "or Lsgeforen [1] 1990; 110: 2260-1 

A great deal of publicity has been devoted to the question of 
smoking prohibitions on flights in Norway and the impression 
has been given that Norway is far in advance of other countries 
as far as the regulation and reduction of smoking is concerned. 
According to a recent international comparison, Norway stands, 
in reality, in last place compared with other Western 
countries, our own data, providing a ten year perspective, are 
also presented, showing how attitudes to smoking have 
dramatically altered, whilst percentages for daily smokers 
have, broadly speaking, remained unchanged. Proposals are put 
forward on how the environment can be made more smoke-free and 
on how passive smoking can be prevented. 

In the Journal (1), under a short article on Smoking 
prohibitions "over there", it is stated that the USA is 
expecting to introduce smoking prohibitions on all domestic 
flights. The commentary on this points out that "in Norway, a 
smoking ban was introduced on all domestic flights long ago". 

In the USA, smoking prohibitions were introduced many years ago 
on all flights under 90 minutes duration. Braathen's SAFE soon 
followed suit in introducing smoking prohibitions on all 
domestic flight routes in Norway. SAS came up somewhat later 
with an announcement stating that it was now forbidden to smoke 
cigars and pipes (something which has always been banned by 
most airlines). Not until recently did SAS introduced smoking 
prohibitions on domestic routes in Norway. 

Only one direct domestic route in Norway is longer than 90 
minutes (Oslo.-Troms®, barely two hours) . Most domestic routes 
within the USA last more than 90 minutes. All domestic routes, 
including those which are over six hours, have been smoke-free 
since 25/2 1990! 

The legislation and regulation of smoking which has been 
implemented in aircraft is a reflection of the work put in to 
achieve smoke-free conditions within other areas also. 


; l’ Journal of the Norwegian Medical Association 
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So what is the situation with regard to smoking generally in 
Norway? In 1979, 33% of the Norwegian adult population were 
daily smokers, in 1939 36% (The National Tobacco Damage 
Council)! On the other hand, our impression is that attitudes 
to smoking have changed positively within the last ten years. 

We have therefore studied the way in which smoking habits and 
attitudes have changed during this period at a psychiatric 
hospital (Gotestam KO, Smoking and eating habits amongst 
medical staff. Thesis for Young Researchers, 1988). 

Own study 

The study was carried out in the spring of 1988. 92 employees 
at Ostmarka hospital (26 men, 66 women, average age 33.7 years, 
variance 19-51) completed a comprehensive questionnaire on 
eating, smoking and drinking habits. In addition, staff had 
been questioned in the spring of 1979 and 1980 (KG Gotestam) 
about their attitudes and habits with regard to smoking and 
this same was repeated in the spring of 1989 (KO Gotestam). The 
questionnaires, which also contained a written instruction, 
were issued to ward nurses who distributed and collected the 
questionnaires. All data collections took place in the spring 
(during the period February-April). The questions which are 
present from all four points in time concern the incidence of 
daily smokers, the desire for smoke-free premises and the 
extent to which smoking is an environmental problem. The 
results show a major change in attitudes but, broadly speaking, 
no change in the incidence of daily smokers (Table 1). Our data 
follow the same trend as the incidence of daily smokers in the 
population elsewhere (The National Tobacco Damage Council). 

Discussion 

The new Smoking Act which was introduced in Norway from July 
1988 is i good law. The problem is that it has virtually not 
yet been implemented and that, in any event, we have not so far 
seen any effect of it. 

what is clear, however, is a dramatic change of attitude with a 
more negative attitude to smoking and a more positive attitude 
to regulation and reduction of smoking. This might be an effect 
of the anti-smoking campaign which has been pursued in recent 
years. 

It is we11“known that attitudes and behaviour do not always 
follow one another (2). Although it is clear that attitudes can 
affect behaviour, most evidence suggests that behaviour affects 
attitudes to an even greater degree (3). The discrepancy 
between attitude and behaviour can be seen every year there is 
an election and the discrepancy between the opinion 
measurements and the election results are clear. The same 
experience of the effect of public information campaigns upon 
attitudes but a lack of effect upon behaviour has been acquired 
with regard to both AIDS-prevention (4) and car seatbelt usage 
(5) . 
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To suggest that the USA is now finally following Norway's fine 
initiative in terms of a reduction of smoking would appear to 
be a little excessive, at a time when a claim that Norway is 
amongst the last in a race of Western countries in terms of 
reduction.and regulation of smoking would probably be closer to 
the truth. 

The Tobacco Damage Council has long spoken of Norway being far 
ahead in the reduction of smoking and that other countries are 
now taking after Norway. This is to erect smokescreens around 
the truth. 

In a recent report by Pierce (6), the prevalence of smokers and 
the reduction in smoking has been studied for a number of 
different countries. It can be seen, with all desirable 
clarity, that Norway, compared with, amongst others, the USA, 
England and Sweden, is in last place, both in terms of 
prevalence and in terms of reduction in prevalence in the 
period 1977-87. Furthermore, prevalence has even increased 
amongst womenl (Table 2). 

Some of the figures can perhaps be explained by the fact that 
Norway may be in a somewhat later development phase with regard 
to the increase in the incidence of smoking amongst women. 
However, such an explanation provides no good reason for 
talking about things being so good, in that we have such a low 
percentage of smokers and the reduction has been so large. 
Fortunately, there are not many countries which are taking 
after Norway, as that would be a serious backward step. 

The Norwegian Medical Association which, in its long term 
programme, envisages a smoke-free Norway in the year 2000, 
should invest more in an initiative which might make this 
possible, above all by setting a good example with smoke-free 
enivronments at medical institutions, interest and advice 
concerning patients' smoking habits etc. An action plan for a 
smoke-free Norway in the year 2000, in which the Norwegian 
Medical Association, amongst others, is involved (7), should be 
realized more speedily and in greater detail. Recently, an 
editorial in the Journal has pointed to the necessity of going 
further (3). Previously, there has been some bragging about the 
results in.thls country, but it now nevertheless appears as if 
there is some awareness that the action plan has has not 
produced any return, in any event not in relation to some other 
countries against which we are used to comparing ourselves. 
Indeed, we are now in a very difficult situation, with a 
smoking incidence level which has not fallen in the last ten 
years, and our own example indicates that, in hospitals, the 
incidence of smoking might even be greater than in the 
population at large! 

Work on the reduction of smoking should be continued on a 
targeted basis, to obtain completely smoke-free medical and 
educational establishments, public premises such as offices, 
institutions, concert halls and theatres, plus, not least, 
hotels and restaurants (7). In addition, the risk of passive 
smoking should be reduced to zero and all aircraft should be 
smoke-free. 
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Table 1 The percentage of daily smokers and the percentage of 
positive answers to the various questions at four different 
points in time amongst staff at ©stmarka hospital. The results 
are calculated as a percent of all respondents, i.e. both 
smokers and non-smokers 


Question 

1979 

n-100 

1980 

n=100 

1988 

n=92 

1989 

n=52 

Tally smokers 

43 

43 

45 

4 3 

Smoking is an environmental 
problem at my place of work 
(yes-answer) 

32 

30 

60 

5 7 

There is a need for better 
smoke-free rooms in the 
hospital (yes-answer) 

40 

45 

86 

66 

Percentage of daily smokers 
in Norway (National Tobacco 
Damage Council) 

38 

36 

38 

36 


Table 2 Reduction in prevalence of smoking men and women over 
20 .years of age in the period 1977-87, as well as prevalence at 
the end of the period (6) 


Men Women 


Country 

% reduction 

Prevalence % 

reduction 

Prevalence 

'.'SA , 

22.5 

31.7 

14.6 

26.3 

England‘ 

23.9 

35.0 

■ 18.4 

31.0 

Sweden 

25.0 

- 2 4.0 

12.9 

27.0 

Norway 

8.0 

41.3 

-*■12.0 

33.3 


For the period 1976-86 
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Smoking and attitudes in Norway 


K. Olof Gotestam & K. Gunnar Gotestam criticize the National 
Tobacco Damage Council for presenting Norway as a leading 
country with regard to the reduction of smoking (1). it is 
correct to say that Norway has been a leading country in terms 
of legislation for halting tobacco advertising. In this, other 
countries are attempting to take after us. But the Council and 
the Council's Chairman have repeatedly emphasized that, in 
other fields, we are lagging behind and that we are not 
satisfied with the trend. More specifically, the Council has 
indicated that we have remained far behind many other countries 
in the work undertaken against passive smoking (2). 

The National Tobacco Damage Council has not published any 
comparison of the smoking habits in Norway and in other 
countries. Any such analysis is complex, partly because the 
various countries use different methods for the collection of 
data, for the compilation of the interview material and for the 
formulation of questions. Wherever contrasts might be found in 
trends, it is also important to be wary of making 
interpretations and to refrain from drawing rash conclusions 
regarding the success or failure of various strategies. A 
number of factors play a part in the development of smoking 
habits within different cultures. 

In making analyses of smoking habits, a minimum requirement 
would be for the material to be broken down according to age 
and sex. Figure 1 illustrates the necessity of this. The 
percent of daily smokers in Norway, classified by age and sex, 
has been given for two periods at ten year intervals. Taking 
the age categories, there is, for men, a clear fall in the 
percent of daily smokers in all age groups. This is not the 
case amongst women, apart from with the youngest women. 

The picture becomes more complete, however, when the trend is 
monitored for each generation (cohort). This is possible 
because the chart uses an age classification based on ten-year 
age categories. The thin diagonal lines show the trend for each 
ten-year cohort over the ten-year period. For all cohorts of 
over 25 years of age, there is a fall in the percent of daily 
smokers - in both men and women. 

Gotestam S>_ Go.testam refer to an international comparison by 
Pierce (3). Pierce emphasizes, however, that it has not been 
possible to make an age adjustment for the countries which are 
included in the analysis. Hence, uncertainty is immediately- 
attached to tables relating to the combined total of all age 
groups. The necessity of such an age adjustment can be seen 
again from Figure 1. Hypothetical: If the smoking percentages 
within individual cohorts of women were to remain unchanged in 
future years, with, at the same time, young generations of 
women smoking as much as now, we would then face an increase in 
the smoking percentage for the total group of 16-74 year olds. 
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For men, we would not be faced with such an increase if, by 
cohort, they were to keep their smoking habits unaltered. The 
same would apply to women in, for example, Great Britain, USA 
and Canada, if the age-specific smoking percentage curve has 
the same configuration as for Norwegian men. It is probable 
that it is such because the smoking epidemic reached these 
countries several decades before Norway. This might explain the 
different trends seen internationally in women's smoking 
percentages, all age groups combined. 

Of more interest, therefore, are Pierce's tables on smoking 
percentages for the 20-24 year age group in isolation. Here, 
the trend amongst Norwegian women is more positive than amongst 
women in the USA, Great Britain and Australia, but not as good 
as in Canada and Sweden. 

Gotestam & Gotestam do not discuss these figures, but merely 
present some of Pierce's figures for all age groups combined. 
Pierce calculates the trends in the various countries in 
1974-37 by applying a linear regression to the annual smoking 
percentages. Gotestam & Gotestam select the period 1977-87 from 
Pierce's table. They do .not give an account of how they 
calculated the trends, but it is clear that they took the 
difference of the figures for 1977-87 as a percent of the 1977 
figures. They then find that the number of daily smokers 
amongst Norwegian women, all ages, has increased by 12%. In 
1977, this percentage was the lowest which the Central 
Statistical Office has recorded for women, all ages. Had 
Gotestam & Gotestam chosen the year 1979 as the base point, 
then the increase would have been 0.6%! For Swedish women, 
there is a fall of 12.9%. Had they chosen the period 1980-87, 
they would have found an increase of 3.8%. This shows that the 
method which was chosen is not tenable. 

Gotestam & Gotestam do not break down the figures from their 
own study in terms of sex, age and education. The authors write 
that: "... our own example indicates that, in hospitals, the 
incidence of smoking can even be higher than in the population 
at large!" There are grounds for raising the question as to 
whether a psychiatric hospital is representative of Norwegian 
hospitals in general. In this connection, it is necessary to 
point to the large fall which has taken place in the smoking 
habits of Norwegian doctors (4). 

Gotestam & Gotestam are scarcely correct in their firm 
conclusion that, internationally, Norway stands in reality in 
last place in terms of reductions in smoking in Western 
countries and that Norway is amongst the last in the race 
regarding the regulation of smoking. 
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Thus, it is not said that the National Tobacco Damage Council 
is satisfied with the trend. We are specially concerned about 
the fact that no major changes have occurred in people's 
smoking habits in the last few years and we would not have any 
problems in siding with the statement made by the two authors: 
"The action plan for a smoke-free Norway in the year 2000, in 
which the Norwegian Medical Association, amongst others, is 
involved, should be realized more speedily and in more detail." 

Oslo Kjell Bjartveit 

The National Tobacco Damage Council 
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Figure 1 Annual smoking habits studies by the Central 
Statistical Office under commission to the National Tobacco 
Damage Council. .Representative sample of the Norwegian 
population, 16-74 years of age. Sample size: ca. 2500 persons 
per annum. The results for 1973-75 and 1983-85 have been 
combined. 
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K.O. Gotes'tam & K’.G. Gotestam reply: 

Kjell Bjartveit criticizes our article on smoking and attitudes 
in Norway (1). It is entirely clear that we are agreed on the 
main objective with regard to smoking. 

We also agree with Bjartveit that Norway has been a leading 
country as far as legislation to stop damaging tobacco 
advertising is concerned. Our concern is that there is nothing 
shown to indicate that this has had any effect upon the 
incidence of smokers or on the use of tobacco in Norway. 


; l; Journal of the Norwegian Medical Association 
•2] National Tobacco Damage Council 
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We are clear about the fact that a comparison between different 
countries is, for methodical reasons, very complicated and we 
do not believe that possible success or failure can be directly 
assessed from such a comparison. In addition to this, there is 
a need for scientific evaluations of initiatives, whether they 
are national or international (2). 

where we have nevertheless ventured to undertake such a 
comparison, it is in order to direct the spotlight onto a 
continuing unsolved problem. We would also wish to point to the 
positive effects of attitude campaigns - upon attitudes - but 
to a lack of change in smoking habits (1). We assumed that the 
objective of intense attitude campaigns has been to change 
smoking habits, but we fail to see that this has sufficiently 
occurred. 

Bjartveit feels that we have selectively chosen specific 
information from Pierce (3). That is correct. Bjartveit also 
does this when he selects the group of women of 20-24 years of 
age, in order then to state that "the method which was chosen 
is not tenable". If we examine the main results in Pierce's 
Table 1-4, it can be seen that the comparison which Bjartveit 
selects in Table 4 (3) is the only one in which Norway does not 
come last amongst the countries which we compared (Table l). 

Our conclusion, which is also reiterated by Bjartveit, is the 
most important one of all in this matter and one which we are 
happy to repeat: 

"An action plan for a smoke-free Norway in the year 2000/ in 
which the Norwegian Medical Association, amongst others, is 
involved, should be realized more speedily and in more detail." 
If there is a real desire to carry out such an objective, then 
rather more must be done than has been done so far. Otherwise 
one might just as well drop the objective rather than run the 
risk of it being made ridiculous. Awareness is good and the 
attitudes to a smoke-free Norway are positive, but it is clear 
that this is not sufficient (1). 

In many places in the USA, they have lengthy experience of 
comprehensive socially-orientated intervention set-ups for the 
reduction of, amongst other things, cardiac and vascular 
diseases, integrated within other medical work and health 
information. There has been a readiness to invest very large 
amounts in initiatives of this kind and they have yielded major 
health gains, something which accurate evaluation has also been 
able to confirm. Stanford University in California has shown 
the way in this work and we consider that many of the ideas in 
these set-ups can also be used in this country. A number of 
good ideas can be found in the Action Plan for a Smoke-Free 
Norway in the year 2000(4), but the majority of these have 
still not been implemented. Stanford Center for Research in 
Disease Prevention has more than ten years' experience in 
effective intervention, with a reduction in the incidence of 
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daily smokers to less than 15%1 Both continuity and follow-up 
have been necessary in order to obtain good results. The 
scientific assessment of the effect of different types of 
intervention has also been of central importance. We would 
propose that an evaluation should be made of some of the advice 
which has been gathered within new comprehensive and detailed 
guidelines for such activities, planned to cover a five year 
period (5): 

Special target groups. At the individual level, attention 
should be directed towards a number of specific groups, such as 
school children and teenagers, pregnant women, middle-aged men 
(risk of cardiac and vascular disease). At the organization and 
environment level, activity should at the same time be directed 
towards both jobs (especially high-risk jobs), schools, TV, 
radio, adverts, the local neighbourhood, associations, local 
authorities and businesses/restaurants. 


Variety of intervention. Based on education and information, 
various parallel interventions should be used, such as social 
support (within the family, other primary groups, companions), 
self-help packages, competitions and positive models (prominent 
members of society) . Specific campaigns should be carried out, 
especially in local environments. Anti-smoking outpatient 
clinics should be set up at all larger district hospitals. 
(K.G.G. has had since 1977 a standing offer .to start such a 
clinic in Trondheim, as soon as public support is given). A 
clearer attitude against smoking amongst doctors and other 
medical staff who are not directly involved in the smoking 
therapy is necessary and they must take the lead in this work. 
Duties on tobacco should be used for anti-smoking work and 
research. The Smoking Act which was passed two years ago should 
be used more consciously, for the establishment of smoke-free 
environments, for the minimization of smoking in public places 
and for the reduction of passive smoking. 


Multiple channels. Information should be distributed through 
multiple channels in order that maximum possible numbers shall 
be reached. Both, personal contact and the mass media should be 
used for this. The use of specially prepared printed material 
in the form of information brochures is an important element of 
this, but more important are the various course offers, 
directed towaxds a variety of groups. 


In this way, it should be possible to use the information which 
exists nationally and internationally and draw up effective 
intervention programmes. This is wholly necessary in order to 
allow the objective of a smoke-free Norway in the year 2000 to 
be fulfilled. In Stanford's programme, the intervention itself 
costs around 5% of the total budget, whilst measurement and 
registration costs 95%. The National Tobacco Damage Council has 
long spent money on registration. A decent investment in 
intervention will be an obvious extension of the National 
Tobacco Damage Council's activities over many years and would 
largely pay for itself in national economic terms. 


ro 
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Table 1 Average annual change 
1974-87 in different groups (3) 

(in percent 

) in the period 

Group USA 

England 

Sweden Norway 

Men over 20 -0.91 
Women over 20 -0.33 
Men aged 20-24 -1.03 
Women aged 20-24 -0.11 

-1.40 
-0.80 
-0.90 
-0.70 

-0.99 -0.77 
- 0.5’ 8 +0.20 
-1.71 -0.80 
-1.31 -0.88 

Trondheim 

K. Olof Gotestam 

K. Gunnar Gotestam 
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Smoking and attitudes in Norway 

Commenting upon our earlier article in the Journal (1, 2), 

Kjell Bjartveit maintains that there was a heavy increase in 
tobacco consumption (3, 4) and tobacco sales (5) in Norway up 
to 1970, but that the curve subsequently flattened out. It is 
correct that a large (35%) increase occurred in sales after the 
war (1.10 kg per person of 15 years of age and above in 1946, 
1.55 kg in 1956, 2.03 kg in 1970). Against this, there was a 
14% reduction in the number of men who smoked daily (from 65% 
in 1956 to 56% in 1970) (daily smokers were not registered 
prior to 1956, these figures are taken from various studies and 
the comparison must therefore be regarded with some caution), 
accompanied by a 61% increase in the number of women who smoked 
daily (from 23% in 1956 to 37% in 1970). 

The essential point in Bajartveit's argument is that the 
reduction in tobacco sales can be ascribed to the legislation 
to stop tobacco advertising. It must be assumed that the 
objective of this legislation was to reduce tobacco sales and 
smoking. In order to be able to say something about this, these 
two variables must be examined in connection with the Act 
(which came into effect on 1/7 1975, even though it had already 
been discussed in Parliament in 1970 and passed in 1973). 

The chart which has been quoted by bjartveit & Lund (5) does 
not start from 0 but from 1,400 g on the coordinate and no 
statistical analysis of the results has been reported. In 
addition, the periods are not defined in terms of calendar 
years, but from 1/7 to 30/6 (probably in order to avoid 
excessive differences between calendar years in the event of 
any hoarding prior to price increases). 

When total tobacco sales in Norway (The Customs and Excise 
Directorate) over the last 25 years are examined, as ordinarily 
illustrated, no essential change is noticeable as from 1975 
(see Fig 1), and sales, if duty-free border sales are also 
included (estimated by Tiedemann's tobacco factory), are in 
1989 virtually identical (2.14 kg per capita) to 1975 (2.15 
kg). The fall which is quoted (5) from 1980 as a result of 
pricing policy is wholly offset if duty-free border sales are 
included (total sales also then amount to more than 2 kg in 
1981-89) (<if."Fig-. 1). 

When the percentage of daily smokers is examined, the upward 
trend was broken as far back as 1969, with the result that it 
is difficult to state that the Act which came into effect in 
1975 might have had some bearing (Fig. 1). 
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The left-hand axis shows the percentage of dally smokers In the population over 15 years of 
age (for 1963 to 1972 data from Norwegian Market Data, and for 1973 onwards from the 
Advisory Board on Tobacco Risks ). The right-hand axis shows the sales of tobacco goods 
(cigarettes, cigars and pipe tobacco) In kg per person over 15 years of age (data from 
Customs and Cwcise annual reports) for the period 1963 to 1989 ' 
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Bjartveit, Thurmer & Nylenna (6) suggest that 1% of the tax 
revenues from tobacco products could be used to support 
specific tobacco control and health-promoting activities. We 
are happy to support this idea and would like to make the 
following calculation: In 1989, tobacco sales in Norway 
totalled 6,715,000 kg tobacco, at a total price (1,450 Kr/kg 
cigarettes, 700 Kr/kg tobacco) of 6,411,000,000 Kroner. Tax 
revenues amount to 66% (tobacco duty and value-added tax) 
thereof, i.e. 4,231,260,000 Kroner. If 1% of this amount, i.e. 
42.3 million Kr. p.a., were spent, it would serve nicely as an 
initiative, in addition to the three million which the National 
Tobacco Damage Council now has at its disposal. 


* 


In conclusion, we can say that we are agreed upon the main 
objective with regard to smoking and a reduction in smoking. 
r Even though the law to stop tobacco advertising has a 
meaningful content, we cannot see that it has had a fundamental 
^effect upon the sale or use of tobacco. We also feel that, so 
far, all too few active initiatives have been carried out with 
a view to reducing smoking. 


Trondheim 


K. Olof Gotestam 
K. Gunnar Gotestam 
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Smoking and attitudes in Norway 


K. Olof Gotestam & K. Gunnar- Gotestam and myself are agreed 
upon both the objectives and the means (1). The problem is one 
of tight budgets. Nevertheless, the authors maintain that 
nothing has been shown to indicate that the legislation to stop 
tobacco advertising has had any effect upon the incidence of 
smokers of the consumption of tobacco in Norway. 

This legislation was discussed in Parliament in 1970, passed in 
1973 and implemented from 1975. Up to 1970, we had a heavy 
increase in tobacco consumption in Norway (cigarettes + smoking 
tobacco per inhabitant of 15 years of age and above). From then 
on, the curve flattened out - at a level which was only half as 
high as the peak level quoted in the USA, Canada and Great 
Britain. .Had consumption in Norway continued to increase at the 
same rate as in the 1950's and 1960's, we would have had a 50% 
higher consumption than that which we have today - and would 
still be a long way behind the peak levels in the three named 
countries (2) (Bjartveit K. Fifteen years of comprehensive 
legislation: Results and conclusions. Plenary presentation, 
Seventh World Conference on Tobacco & Health, Perth 1990. 
Currently being printed). 

Deaths from lung cancer for both men and women is twice as high 
in, for example, Canada as in Norway (age-adjusted rates). The 
cessation of advertising press will be of particular 
significance in deterring young people from starting to smoke, 
what has been the trend in Norway? 

Studies on smoking habits amongst Norwegian school children 
showed a dramatic increase in smoking up to the 1970's. For 
example, amongst girls in the 9th.-year class, there were 3% 
who smoked daily in 1957, against 28% in 1975. In 1980, it was 
21% and in 1985 it was 19%. Amongst youth aged 16-24, the 
Central Statistical Office's annual studies of smoking habits 
show a clear declining trend since the start of the 1970's. The 
percent of daily smokers was, for both sexes, well over 40% in 
1973 and now stands at under 30% for men and somewhat over 30% 
for women. 

Whilst a host of factors have certainly contributed to these 
developments,' it is reasonable to deduce that the legislation 
has also played a.part. In any event, there are. no grounds 
whatsoever for the negative conclusion reached by Gotestam & 
Gotestam. 

The trend could however be better and more must be done to 
speed up the work against one of the foremost health problems 
of our time. On that we are agreed. 

Oslo Kjell Bjartveit 
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CHANGES IN SMOKING LEGISLATION, 

ATTITUDES, AND BEHAVIOR 1 

K. OLOF GOTESTAM AND K. GUNNAR GOTESTAM 
University of Trondheim, Ostmarka Hospital 

Summary .—Legislative changes and attitude campaigns are generally acknowl¬ 
edged to be effective in the battle against smoking and its health hazards. In some 
instances it seems as if these means are insufficient to produce necessary change. In 
this study, the following general hypotheses were posed: (1) an advertising ban leads to 
reduced tobacco sale and (2) to reduced smoking; (3) attitude campaigns improve atti¬ 
tudes about regulation of smoking and (4) reduce smoking. In addition, two national 
hypotheses were formulated. The results supported neither hypothesis! It is concluded 
that it is important to follow the development closely with scientific methods of high 
quality. Further, smoking campaigns must include a broad spectrum of interventions to 
be sufficiently effective. 

In the campaign against smoking and its health hazards, different ap¬ 
proaches have been used. Among the most widely used and most widely ac¬ 
knowledged as effective are legislative changes and attitude campaigns. We 
have noted some examples in which these approaches do not seem as effec¬ 
tive as expected and so think this might be of interest to others working in 
the field; for details see Gotestam and Gotestam (1990a, 1990b, 1990c). 

Hypotheses 

Underlying hypotheses for reduction of smoking are the following: (1) 
an advertising ban reduces tobacco sale and (2) consequently reduces smok¬ 
ing; (3) attitude campaigns improve attitudes towards smoking regulation and 
(4) consequendy reduce smoking behavior. Based on these hypotheses and 
considerable work along these lines, our government has in addition stated 
that (5) prevalence of smoking has substantially decreased during the last ten 
years (National Council of Tobacco & Health, 1990, p. 2) and (6) Norway 
has a prominent position in the work on cessation of smoking (Bjartveit, 
1990). 

To say that over-all smoking behavior has not changed significantly 
could be just another way of telling only half the truth. The data will prob¬ 
ably be more interesting when one looks at them after dividing them into 
smaller groups, say, by sex and age. On this basis one could put forward the 
hypothesis that the (“less important”) older people can account for such 
large numbers that the (possibly) great reduction among younger people 
makes a less visible contribution. 

'Reprint requests to Olof Gotestam, University of Trondheim, Department of Psychiatry and Be¬ 
havioural Medicine, Ostmarka Hospital, PO Box 3008 Lade, N-7002 Trondheim, Norway. A 
preliminary version of the study was presented at the “Young Researchers Competition” in Oslo 
in 1988 by Olof Gotestam. 
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Empirical Evidence 

Advertising ban and reduction of tobacco sale. —From a presentation of 
the tobacco sales in Norway by Bjartveit and Lund (1987), the impression is 
that sales ceased to increase from 1970 and from 1979-80 decreased dramat¬ 
ically. Firstly, the act of total tobacco advertisement ban was enforced in 
1975, and heavy prices introduced 1980-82. 

Further, Bjartveit and Lund (1987) show us a figure in which the ordi¬ 
nate begins at 1.4 kg (instead of 0 which should be used). In addition, they 
have not included the customs sale at the border (data available since 1981). 
Given lack of tests showing significant changes, the data should be treated 
and presented in a conservative manner (either in a figure with its y axis 
anchored at zero or in a table). Treated in such a manner the changes 
claimed to appear after the advertising ban are no longer evident. 

Advertising ban and reduction of smoking. —Similarly, in conflict with Na¬ 
tional Council of Tobacco and Health (1990), the number of daily smokers 
does not seem to have decreased during the last ten years; see Table 1. The 
enacted legislation does not seem to have affected either tobacco sale or num¬ 
ber of regular smokers in Norway. This does not mean that the law is poor 
or inappropriate. As one of several actions, it might be an important al¬ 
though insufficient one. 

TABLE 1 

Percent Daily Smokers Over 15 Years in Norway (For 1963-72 Data From Norway 

Market Data and Since 1973 From Norwegian National Tobacco Council) and 
Tobacco Sales (Cigarettes, Cigars, Pipe Tobacco) in kg per Inhabitant of 
15 Years and Over (Data From Customs and Price Department Yearly 
Reports ) in the Period 1963-1989 


Year 


Percent Daily Smokers 


Tobacco Sales Inch Customs 


Men 

Women 

Total 

(kg) Sales (kg) 

. 1963 

62 

27 

44.5 

1.80 

1964 

56 

26 

41.0 

1.77 

1965 

57 

26 

41.5 

1.88 

1966 

59 

29 

44.0 

1.95 

1967 

58 

30 

44.0 

2.00 

1968 

58 

33 

45.5 

2.04 

1969 

58 

36 

47.0 

2.15 

1970 

56 

37 

46.5 

2.03 

1971 

53 

35 

44.0 

1.98 

1972 

53 

37 

45.0 

2.11 

1973 

51 

32 

41.5 

2.10 

1974 

53 

32 

42.5 

2.08 

1975 

48 

33 

40.5 

2.10 

1976 

49 

32 

40.5 

2.01 

1977 

44 

30 

37.0 

2.07 



(continued on next page) 



Note .—From 1981 are added the customs tobacco sales to a total tobacco saJe (data from Cus¬ 
toms and Price Department yearly reports). 



Source: https://www.industrydocuments.ucsf.edu/docs/tyhlOOOO 


2503017664 



CHANGES IN SMOKING 


533 



TABLE 1 (Cont’d) 

Percent Daily Smokers Over 15 Years in Norway (For 1963-72 Data From Norway 
Market Data and Since 1973 From Norwegian National Tobacco Council) and 
Tobacco Sales (Cigarettes, Cigars, Pipe Tobacco) in kg per Inhabitant of 
15 Years and Over (Data From Customs and Price Department Yearly 
Reports ) in the Period 1963-1989 


Year 

Percent Daily Smokers 

Tobacco Sales 
(kg) 

Inch Customs 
Sales (kg) 

Men 

Women 

Total 

1978 

45 

31 

38.0 

1.95 


1979 

43 

33 

38.0 

2.04 


1980 

42 

30 

36.0 

2.11 


1981 

40 

31 

35.5 

2.00 

2.08 

1982 

40 

34 

37.0 

1.81 

1.99 

1983 

42 

32 

37.0 

1.83 

2.09 

1984 

42 

34 

38.0 

1.84 

2.12 

1985 

42 

32 

37.0 

1.91 

2.15 

1986 

39 

31 

35.0 

1.92 

2.20 

1987 

40 

33 

36.5 

1.88 

2.15 

1988 

41 

35 

38.0 

1.88 

2.15 

1989 

37 

34 

35.5 

1.87 

2.14 

1990 

36 

33 

34.5 

1.87 

2.14 


Note .—From 1981 are added the customs tobacco sales to a total tobacco sale (data from Cus¬ 
toms and Price Department yearly reports). 


Attitude campaigns and improvement of attitudes and behavior .—The smok¬ 
ing campaign has led to substantial change in attitudes towards smoking. In 
a small study of our own (Gotestam & Gotestam, 1990c), attitudes towards 
smoking regulation (smoking as a milieu problem, need for nonsmoking 
rooms, etc.) changed from 30 to 45% in 1979-80 to 57 to 86% in 1988-89 
(see Table 2), and 62 to 80% wanted to quit smoking in 1988-89 compared 
to only 25 to 26% in 1979-80. What about smoking prevalence? This had 
not changed throughout the period (but showed a small increase from 43 to 
48%)! The same is true for national data, which were somewhat lower, but 
stable; see Table 2. A similar discrepancy between attitudes and behavior has 


TABLE 2 

Percent Positive Answers on Three Questions, Plus Daily Smokers 
in Our Material and in Norway 


Questions 

1979 

1980 

1988 

1989 

Smoking is a milieu problem at my working site 

32 

30 

60 

57 

We need more nonsmoking rooms at the hospital 

40 

45 

86 

66 

I want to quit smoking 

25 

26 

62 

80 

Daily smokers 

43 

43 

45 

48 

Daily smokers in Norway (The Norwegian Nation¬ 
al Tobacco Council) 

38 

36 

38 

36 


Note .—All percentages are computed on the total number of respondents, both smokers and non- 
smokers, except the quit smoking question. 
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been shown in relation to AIDS (Sundet, Magnus, Kvalera, Gronnesby, & Bak- 
keteig, 1989). The old myth that behavior changes follow attitude changes 
still seems unproven. Of course, positive attitudes may be a good ground for 
later behavior change, but probably it is more effective to change the behav¬ 
ior first, and the attitudes will follow (cf. Lewin, 1943). It seems important 
also to offer specific treatment programs for smokers wanting to quit 
(Schwartz, 1987). 

Smoking prevalence .—As already shown above, the number of daily 
smokers in Norway does not seem to have been reduced during the last ten 
years. 

Norway’s position in smoking cessation work .—The last ten years has 
been a period when in several other countries reports have indicated remark¬ 
able reduction in smoking. In a comparison by Pierce (1989) 2 of prevalence 
in 1977-87, USA, England, and Sweden had male prevalences from 24.0% 
to 35.0% while Norway had 41.3%, and similarly, for women these coun¬ 
tries had prevalences of 26.8 to 31.0% compared to 33.3% in Norway. The 
reduction in these countries during the same period was reported for men as 
22.5 to 25.0% compared to 8.0% in Norway and for women as 12.9 to 
18.4% reduction compared to 12.0% increase ! 

Discussion 

It appears that all of the hypotheses and assumptions lack support. One 
of them is among the myths, i.e., the one about the relation between atti¬ 
tudes and behavior (cf. Lewin, 1943). 

Of course, the present study does not disprove the underlying assump¬ 
tion that bans on advertisement and attitude campaigns affect smoking be¬ 
havior. A possible change in tobacco sale and smoking prevalence could be 
neutralized by differences among sex and age groups and by changes in 
smoking patterns. 

In a review, Hewitt and Blane (1984) looked at a dozen studies de¬ 
signed to implement changes in alcohol-related knowledge, attitudes, and 
behavior. The result was that out of 12 studies aimed towards changes in 
knowledge, 7 succeeded, 4 failed, and 1 gave mixed results. Out of the 9 
studies aimed towards attitude change, only 2 succeeded, 5 failed, and 2 
gave mixed results. Of the 12 studies aimed towards behavior change, 8 
failed, 3 had rather unimpressive positive changes, and 1 mixed results. This 
review supports our conclusions that improvements in knowledge or attitudes 
do not necessarily result in change in behavior. 

Collins and Cellucci (1991) reported an effect on knowledge but none 


2 This summative comparison (due to lack of space) might be somewhat misleading, but is in¬ 
tended to point at the fact that Norway is consistently poor in almost all smoking-reduction 
comparisons. For detailed comparisons, see Pierce (1989). 
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on attitudes or behavior (alcohol involvement) after evaluating an “alcohol 
education presentation with a media component of public service announce¬ 
ment.” Further, there was no correlation between knowledge and either at¬ 
titudes or behavior (alcohol involvement). There was, however, a strong neg¬ 
ative correlation between behavior (alcohol involvement) and attitudes. 

Cameron and Playfair (1991) argue that barring contaminated blood has 
worked much better than education to reduce the AIDS risk. They refer to 
Ekstrand and Coates (1990) as an example of education that does not work 
and cite the upwardly mobile pattern of AIDS between the years 1984 and 
1990. These increases were, however, around 50% in the first two years, and 
thereafter only 10%, weakening their criticism. Furthermore, there are sev¬ 
eral educational programs or attitude campaigns related to AIDS (i.e., 
Sundet, et al., 1989) with much less impressive changes than in the Ekstrand 
and Coates (1990) study, supporting these authors’ conclusions that more 
practically oriented intervention and training are more effective than cam¬ 
paigns based only on information. Needle-sharing, and consequently spread 
of HIV, has been possible to reduce by specific exchange schemes, both in 
the USA and in Europe (Guydish, Abramowitz, Woods, Black, & Sorensen, 
1990; Stimson, Alldritt, Dolan, & Donoghoe, 1988). 

Further, few reports have empirically dealt with changes in behaviors in 
relation to improved health. Ekstrand and Coates (1990) reported change 
and maintenance of safer sexual behaviors in homosexual men in San Fran¬ 
cisco. According to self-reports, some unsafe behaviors were reduced from 
about 35% in 1984 to 2 to 4% in 1987. Among the predictors for safer sex 
were being older, having friends/lovers with AIDS, and earlier sex habits. 
The ingredients of this multifaceted, community-level risk-reduction interven¬ 
tion program (described by Coates, 1990) was based on behavior change 
ascertained by the use of information, motivation (increased sense of per¬ 
sonal threat), skills training (by demonstration and modeling), and change in 
peer, norms. The program worked through a variety of existing avenues, like 
schools, worksites, health care facilities, organizations, churches, and clubs. 
The program was also extensively empirically evaluated over time (Ekstrand 
& Coates, 1990). 

Conclusions 

Scientific conclusions .—It is of utmost importance that the actions taken 
are closely followed empirically over time. This work should be done at the 
highest possible scientific level to enable clear descriptions and valid conclu¬ 
sions. It is also necessary to follow parallel development in countries or 
environments where commensurability is high. Changes or lack of changes, 
departing from parallel arrangements in other countries, could then make us 
more attentive to reasons why imposed actions do not work as expected. 

Practical conclusions .—The actions taken in Norway so far may be good 


Source: https://www.industrydocuments.ucsf.edu/docs/tyhl0000 


2503017667 



536 


K. O. GOTESTAM & K. G. GOTESTAM 


but are not sufficient to reach the goals set, i.e., “A smokefree Norway 'fear 
2000” (Action Plan for a Smokefree Norway Year 2000, 1989). A multifacet¬ 
ed, broad-spectrum, community-based approach must be implemented (cf. 
Coates, 1990). McManus, et al. (1989) describe an extensive community- 
based intervention program for smoking cessation. Bjartveit, Thiirmer, and Ny- 
lenna (1990) have suggested that 1% of the tobacco income tax should be 
set aside for this work. We suggest (see Gotestam & Gotestam, 1990b) that 
this amount—which is 42.3 million NOK (about 6.5 million US$)—be used 
to implement change of smoking behavior by a multimodal approach, includ¬ 
ing special programs for different groups, through a variety of intervention 
channels. 
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CHANGES IN SMOKING LEGISLATION, 

ATTITUDES, AND BEHAVIOR 1 

K. OLOF GOTESTAM AND K. GUNNAR GOTESTAM 
University of Trondheim, Ostmarka Hospital 

Summary .—Legislative changes and attitude campaigns are generally acknowl¬ 
edged to be effective in the battle against smoking and its health hazards. In some 
instances it seems as if these means are insufficient to produce necessary change. In 
this study, the following general hypotheses were posed: (1) an advertising ban leads to 
reduced tobacco sale and (2) to reduced smoking; (3) attitude campaigns improve atti¬ 
tudes about regulation of smoking and (4) reduce smoking. In addition, two national 
hypotheses were formulated. The results supported neither hypothesis! It is concluded 
that it is important to follow the development closely with scientific methods of high 
quality. Further, smoking campaigns must include a broad spectrum of interventions to 
be sufficiently effective. 

In the campaign against smoking and its health hazards, different ap¬ 
proaches have been used. Among the most widely used and most widely ac¬ 
knowledged as effective are legislative changes and attitude campaigns. We 
have noted some examples in which these approaches do not seem as effec¬ 
tive as expected and so think this might be of interest to others working in 
the field; for details see Gotestam and Gotestam (1990a, 1990b, 1990c). 

Hypotheses 

Underlying hypotheses for reduction of smoking are the following: (1) 
an advertising ban reduces tobacco sale and (2) consequently reduces smok¬ 
ing; (3) attitude campaigns improve attitudes towards smoking regulation and 
(4) consequently reduce smoking behavior. Based on these hypotheses and 
considerable work along these lines, our government has in addition stated 
that (5) prevalence of smoking has substantially decreased during the last ten 
years (National Council of Tobacco & Health, 1990, p. 2) and (6) Norway 
has a prominent position in the work on cessation of smoking (Bjartveit, 
1990). 

To say that over-all smoking behavior has not changed significantly 
could be just another way of telling only half the truth. The data will prob¬ 
ably be more interesting when one looks at them after dividing them into 
smaller groups, say, by sex and age. On this basis one could put forward the 
hypothesis that the (“less important”) older people can account for such 
large numbers that the (possibly) great reduction among younger people 
makes a less visible contribution. 

'Reprint requests to Olof Gotestam, University of Trondheim, Department of Psychiatry and Be¬ 
havioural Medicine, Ostmarka Hospital, PO Box 3008 Lade, N-7002 Trondheim, Norway. A 
preliminary version of the study was presented at the “Young Researchers Competition” in Oslo 
in 1988 by Olof Gotestam. 
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Empirical Evidence 

Advertising ban and reduction of tobacco sale. —From a presentation of 
the tobacco sales in Norway by Bjartveit and Lund (1987), the impression is 
that sales ceased to increase from 1970 and from 1979-80 decreased dramat¬ 
ically. Firstly, the act of total tobacco advertisement ban was enforced in 
1975, and heavy prices introduced 1980-82. 

Further, Bjartveit and Lund (1987) show us a figure in which the ordi¬ 
nate begins at 1.4 kg (instead of 0 which should be used). In addition, they 
have not included the customs sale at the border (data available since 1981). 
Given lack of tests showing significant changes, the data should be treated 
and presented in a conservative manner (either in a figure with its y axis 
anchored at zero or in a table). Treated in such a manner the changes 
claimed to appear after the advertising ban are no longer evident. 

Advertising ban and reduction of smoking. —Similarly, in conflict with Na¬ 
tional Council of Tobacco and Health (1990), the number of daily smokers 
does not seem to have decreased during the last ten years; see Table 1. The 
enacted legislation does not seem to have affected either tobacco sale or num¬ 
ber of regular smokers in Norway. This does not mean that the law is poor 
or inappropriate. As one of several actions, it might be an important al¬ 
though insufficient one. 


TABLE 1 

Percent Daily Smokers Over 15 Years in Norway (For 1963-72 Data From Norway 
Market Data and Since 1973 From Norwegian National Tobacco Council) and 
Tobacco Sales (Cigarettes, Cigars, Pipe Tobacco) in kg per Inhabitant of 
15 Years and Over (Data From Customs and Price Department Yearly 
Reports ) in the Period 1963-1989 


Year 


Percent Daily Smokers 


Tobacco Sales Inch Customs 

Men 

Women 

Total 

(kg) Sales (kg) 

1963 

62 

27 

44.5 

1.80 

1964 

56 

26 

41.0 

1.77 

1965 

57 

26 

41.5 

1.88 

1966 

59 

29 

44.0 

1.95 

1967 

58 

30 

44.0 

2.00 

1968 

58 

33 

45.5 

2.04 

1969 

58 

36 

47.0 

2.15 

1970 

56 

37 

46.5 

2.03 

1971 

53 

35 

44.0 

1.98 

1972 

53 

37 

45.0 

2.11 

1973 

51 

32 

41.5 

2.10 

1974 

53 

32 

42.5 

2.08 

1975 

48 

33 

40.5 

2.10 

1976 

49 

32 

40.5 

2.01 

1977 

44 

30 

37.0 

2.07 



(continued on next page) 



Note .—From 1981 are added the customs tobacco sales to a total tobacco sale (data from Cus¬ 
toms and Price Department yearly reports). 
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TABLE 1 (Cont’d) 

Percent Daily Smokers Over 15 Years in Norway (For 1963-72 Data From Norway 
Market Data and Since 1973 From Norwegian National Tobacco Council) and 
Tobacco Sales (Cigarettes, Cigars, Pipe Tobacco) in kg per Inhabitant of 
15 Years and Over (Data From Customs and Price Department Yearly 
Reports ) in the Period 1963-1989 


Year 

Percent Daily Smokers 

Tobacco Sales 
(kg) 

Incl. Customs 
Sales (kg) 

Men 

Women 

Total 

1978 

45 

31 

38.0 

1.95 


1979 

43 

33 

38.0 

2.04 


1980 

42 

30 

36.0 

2.11 


1981 

40 

31 

35.5 

2.00 

2.08 

1982 

40 

34 

37.0 

1.81 

1.99 

1983 

42 

32 

37.0 

1.83 

2.09 

1984 

42 

34 

38.0 

1.84 

2.12 

1985 

42 

32 

37.0 

1.91 

2.15 

1986 

39 

31 

35.0 

1.92 

2.20 

1987 

40 

33 

36.5 

1.88 

2.15 

1988 

41 

35 

38.0 

1.88 

2.15 

1989 

37 

34 

35.5 

1.87 

2.14 

1990 

36 

33 

34.5 

1.87 

2.14 


Note .—From 1981 are added the customs tobacco sales to a total tobacco sale (data from Cus¬ 
toms and Price Department yearly reports). 



Attitude campaigns and improvement of attitudes and behavior .—The smok¬ 
ing campaign has led to substantial change in attitudes towards smoking. In 
a small study of our own (Gotestam & Gotestam, 1990c), attitudes towards 
smoking regulation (smoking as a milieu problem, need for nonsmoking 
rooms, etc.) changed from 30 to 45% in 1979-80 to 57 to 86% in 1988-89 
(see Table 2), and 62 to 80% wanted to quit smoking in 1988-89 compared 
to only 25 to 26% in 1979-80. What about smoking prevalence? This had 
not changed throughout the period (but showed a small increase from 43 to 
48%)! The same is true for national data, which were somewhat lower, but 
stable; see Table 2. A similar discrepancy between attitudes and behavior has 


TABLE 2 

Percent Positive Answers on Three Questions, Plus Daily Smokers 
in Our Material and in Norway 


Questions 

1979 

1980 

1988 

1989 

Smoking is a milieu problem at my working site 

32 

30 

60 

57 

We need more nonsmoking rooms at the hospital 

40 

45 

86 

66 

I want to quit smoking 

25 

26 

62 

80 

Daily smokers 

43 

43 

45 

48 

Daily smokers in Norway (The Norwegian Nation¬ 
al Tobacco Council) 

38 

36 

38 

36 


Note .—All percentages are computed on the total number of respondents, both smokers and non- 
smokers, except the quit smoking question. 
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been shown in relation to AIDS (Sundet, Magnus, Kvalem, Gronnesby, & Bak- 
keteig, 1989). The old myth that behavior changes follow attitude changes 
still seems unproven. Of course, positive attitudes may be a good ground for 
later behavior change, but probably it is more effective to change the behav¬ 
ior first, and the attitudes will follow (cf. Lewin, 1943). It seems important 
also to offer specific treatment programs for smokers wanting to quit 
(Schwartz, 1987). 

Smoking prevalence .—As already shown above, the number of daily 
smokers in Norway does not seem to have been reduced during the last ten 
years. 

Norway’s position in smoking cessation work .—The last ten years has 
been a period when in several other countries reports have indicated remark¬ 
able reduction in smoking. In a comparison by Pierce (1989) 2 of prevalence 
in 1977-87, USA, England, and Sweden had male prevalences from 24.0% 
to 35.0% while Norway had 41.3%, and similarly, for women these coun¬ 
tries had prevalences of 26.8 to 31.0% compared to 33.3% in Norway. The 
reduction in these countries during the same period was reported for men as 
22.5 to 25.0% compared to 8.0% in Norway and for women as 12.9 to 
18.4% reduction compared to 12.0% increase ! 

Discussion 

It appears that all of the hypotheses and assumptions lack support. One 
of them is among the myths, i.e., the one about the relation between atti¬ 
tudes and behavior (cf. Lewin, 1943). 

Of course, the present study does not disprove the underlying assump¬ 
tion that bans on advertisement and attitude campaigns affect smoking be¬ 
havior. A possible change in tobacco sale and smoking prevalence could be 
neutralized by differences among sex and age groups and by changes in 
smoking patterns. 

In a review, Hewitt and Blane (1984) looked at a dozen studies de¬ 
signed to implement changes in alcohol-related knowledge, attitudes, and 
behavior. The result was that out of 12 studies aimed towards changes in 
knowledge, 7 succeeded, 4 failed, and 1 gave mixed results. Out of the 9 
studies aimed towards attitude change, only 2 succeeded, 5 failed, and 2 
gave mixed results. Of the 12 studies aimed towards behavior change, 8 
failed, 3 had rather unimpressive positive changes, and 1 mixed results. This 
review supports our conclusions that improvements in knowledge or attitudes 
do not necessarily result in change in behavior. 

Collins and Cellucci (1991) reported an effect on knowledge but none 



2 This summative comparison (due to lack of space) might be somewhat misleading, but is in¬ 
tended to point at the fact that Norway is consistently poor in almost all smoking-reduction 
comparisons. For detailed comparisons, see Pierce (1989). 
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been shown in relation to AIDS (Sundet, Magnus, Kvalem, Gronnesby, & Bak- 
keteig, 1989). The old myth that behavior changes follow attitude changes 
still seems unproven. Of course, positive attitudes may be a good ground for 
later behavior change, but probably it is more effective to change the behav¬ 
ior first, and the attitudes will follow (cf. Lewin, 1943). It seems important 
also to offer specific treatment programs for smokers wanting to quit 
(Schwartz, 1987). 

Smoking prevalence .—As already shown above, the number of daily 
smokers in Norway does not seem to have been reduced during the last ten 
years. 

Norway’s position in smoking cessation work .—The last ten years has 
been a period when in several other countries reports have indicated remark¬ 
able reduction in smoking. In a comparison by Pierce (1989) 2 of prevalence 
in 1977-87, USA, England, and Sweden had male prevalences from 24.0% 
to 35.0% while Norway had 41.3%, and similarly, for women these coun¬ 
tries had prevalences of 26.8 to 31.0% compared to 33.3% in Norway. The 
reduction in these countries during the same period was reported for men as 
22.5 to 25.0% compared to 8.0% in Norway and for women as 12.9 to 
18.4% reduction compared to 12.0% increase ! 

Discussion 

It appears that all of the hypotheses and assumptions lack support. One 
of them is among the myths, i.e., the one about the relation between atti¬ 
tudes and behavior (cf. Lewin, 1943). 

Of course, the present study does not disprove the underlying assump¬ 
tion that bans on advertisement and attitude campaigns affect smoking be¬ 
havior. A possible change in tobacco sale and smoking prevalence could be 
neutralized by differences among sex and age groups and by changes in 
smoking patterns. 

In a review, Hewitt and Blane (1984) looked at a dozen studies de¬ 
signed to implement changes in alcohol-related knowledge, attitudes, and 
behavior. The result was that out of 12 studies aimed towards changes in 
knowledge, 7 succeeded, 4 failed, and 1 gave mixed results. Out of the 9 
studies aimed towards attitude change, only 2 succeeded, 5 failed, and 2 
gave mixed results. Of the 12 studies aimed towards behavior change, 8 
failed, 3 had rather unimpressive positive changes, and 1 mixed results. This 
review supports our conclusions that improvements in knowledge or attitudes 
do not necessarily result in change in behavior. 

Collins and Cellucci (1991) reported an effect on knowledge but none 


J This summative comparison (due to lack of space) might be somewhat misleading, but is in¬ 
tended to point at the fact that Norway is consistently poor in almost all smoking-reduction 
comparisons. For detailed comparisons, see Pierce (1989). 
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on attitudes or behavior (alcohol involvement) after evaluating an “alcohol 
education presentation with a media component of public service announce¬ 
ment.” Further, there was no correlation between knowledge and either at¬ 
titudes or behavior (alcohol involvement). There was, however; a strong neg¬ 
ative correlation between behavior (alcohol involvement) and attitudes. 

Cameron and Playfair (1991) argue that barring contaminated blood has 
worked much better than education to reduce the AIDS risk. They refer to 
Ekstrand and Coates (1990) as an example of education that does not work 
and cite the upwardly mobile pattern of AIDS between the years 1984 and 
1990. These increases were, however, around 50% in the first two years, and 
thereafter only 10%, weakening their criticism. Furthermore, there are sev¬ 
eral educational programs or attitude campaigns related to AIDS (i.e., 
Sundet, et al ., 1989) with much less impressive changes than in the Ekstrand 
and Coates (1990) study, supporting these authors’ conclusions that more 
practically oriented intervention and training are more effective than cam¬ 
paigns based only on information. Needle-sharing, and consequently spread 
of HIV, has been possible to reduce by specific exchange schemes, both in 
the USA and in Europe (Guydish, Abramowitz, Woods, Black, & Sorensen, 
1990; Stimson, Alldritt, Dolan, & Donoghoe, 1988). 

Further, few reports have empirically dealt with changes in behaviors in 
relation to improved health. Ekstrand and Coates (1990) reported change 
and maintenance of safer sexual behaviors in homosexual men in San Fran¬ 
cisco. According to self-reports, some unsafe behaviors were reduced from 
about 35% in 1984 to 2 to 4% in 1987. Among the predictors for safer sex 
were being older, having friends/lovers with AIDS, and earlier sex habits. 
The ingredients of this multifaceted, community-level risk-reduction interven¬ 
tion program (described by Coates, 1990) was based on behavior change 
ascertained by the use of information, motivation (increased sense of per¬ 
sonal threat), skills training (by demonstration and modeling), and change in 
peer norms. The program worked through a variety of existing avenues, like 
schools, worksites, health care facilities, organizations, churches, and clubs. 
The program was also extensively empirically evaluated over time (Ekstrand 
& Coates, 1990). 

Conclusions 

Scientific conclusions .—It is of utmost importance that the actions taken 
are closely followed empirically over time. This work should be done at the 
highest possible scientific level to enable clear descriptions and valid conclu¬ 
sions. It is also necessary to follow parallel development in countries or 
environments where commensurability is high. Changes or lack of changes, 
departing from parallel arrangements in other countries, could then make us 
more attentive to reasons.why imposed actions do not work as expected. 

Practical conclusions .—The actions taken in Norway so far may be good 
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but are not sufficient to reach the goals set, i.e., “A smokefree Norway Year 
2000” (Action Plan for a Smokefree Norway Year 2000, 1989). A multifacet¬ 
ed, broad-spectrum, community-based approach must be implemented (cf. 
Coates, 1990). McManus, et al. (1989) describe an extensive community- 
based intervention program for smoking cessation. Bjartveit, Thurmer, and Ny- 
lenna (1990) have suggested that 195 of the tobacco income tax should be 
set aside for this work. We suggest (see Gotestam & Gotestam, 1990b) that 
this amount—which is 42.3 million NOK (about 6.5 million US$)—be used 
to implement change of smoking behavior by a multimodal approach, includ¬ 
ing special programs for different groups, through a variety of intervention 
channels. 
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CHANGES IN SMOKING LEGISLATION, 
ATTITUDES, AND BEHAVIOR 1 

K. OLOF GOTESTAM AND K. GUNNAR GOTESTAM 
University of Trondheim, Ostmarka Hospital 


Summary .—Legislative changes and attitude campaigns are generally acknowl¬ 
edged to be effective in the battle against smoking and its health hazards. In some 
instances it seems as if these means are insufficient to produce necessary change. In 
this study, the following general hypotheses were posed: (1) an advertising ban leads to 
reduced tobacco sale and (2) to reduced smoking; (3) attitude campaigns improve atti¬ 
tudes about regulation of smoking and (4) reduce smoking. In addition, two national 
hypotheses were formulated. The results supported neither hypothesis! It is concluded 
that it is important to follow the development closely with scientific methods of high 
quality. Further, smoking campaigns must include a broad spectrum of interventions to 
be sufficiently effective. 


In the campaign against smoking and its health hazards, different ap¬ 
proaches have been used. Among the most widely used and most widely ac¬ 
knowledged as effective are legislative changes and attitude campaigns. We 
have noted some examples in which these approaches do not seem as effec¬ 
tive as expected and so think this might be of interest to others working in 
the field; for details see Gotestam and Gotestam (1990a, 1990b, 1990c). 


Hypotheses 

Underlying hypotheses for reduction of smoking are the following: (1) 
an advertising ban reduces tobacco sale and (2) consequently reduces smok¬ 
ing; (3) attitude campaigns improve attitudes towards smoking regulation and 
(4) consequently reduce smoking behavior. Based on these hypotheses and 
considerable work along these lines, our government has in addition stated 
that (5) prevalence of smoking has substantially decreased during the last ten 
years (National Council of Tobacco & Health, 1990, p. 2) and (6) Norway 
has a prominent position in the work on cessation of smoking (Bjartveit, 


1990). 

To say that over-all smoking behavior has not changed significantly 
could be just another way of telling only half the truth. The data will prob¬ 
ably be more interesting when one looks at them after dividing them into 
smaller groups, say, by sex and age. On this basis one could put forward the 
hypothesis that the (“less important”) older people can account for such 
large numbers that the (possibly) great reduction among younger people 
makes a less visible contribution. 


‘Reprint requests to Olof Gotestam, University of Trondheim, Department of Psychiatry and Be¬ 
havioural Medicine, Ostmarka Hospital, PO Box 3008 Lade, N-7002 Trondheim, Norway. A 
preliminary version of the study was presented at the “Young Researchers Competition” in Oslo 
in 1988 by Olof Gotestam. 
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Empirical Evidence 

Advertising ban and reduction of tobacco sale. —From a presentation of 
the tobacco sales in Norway by Bjartveit and Lund (1987), the impression is 
that sales ceased to increase from 1970 and from 1979-80 decreased dramat¬ 
ically. Firstly, the act of total tobacco advertisement ban was enforced in 
1975, and heavy prices introduced 1980-82. 

Further, Bjartveit and Lund (1987) show us a figure in which the ordi¬ 
nate begins at 1.4 kg (instead of 0 which should be used). In addition, they 
have not included the customs sale at the border (data available since 1981). 
Given lack of tests showing significant changes, the data should be treated 
and presented in a conservative manner (either in a figure with its y axis 
anchored at zero or in a table). Treated in such a manner the changes 
claimed to appear after the advertising ban are no longer evident. 

Advertising ban and reduction of smoking. —Similarly, in conflict with Na¬ 
tional Council of Tobacco and Health (1990), the number of daily smokers 
does not seem to have decreased during the last ten years; see Table 1. The 
enacted legislation does not seem to have affected either tobacco sale or num¬ 
ber of regular smokers in Norway. This does not mean that the law is poor 
or inappropriate. As one of several actions, it might be an important al¬ 
though insufficient one. 

TABLE 1 

Percent Daily Smokers Over 15 Years in Norway (For 1963-72 Data From Norway 

Market Data and Since 1973 From Norwegian National Tobacco Council) and 
Tobacco Sales (Cigarettes, Cigars, Pipe Tobacco) in kg per Inhabitant of 
15 Years and Over (Data From Customs and Price Department Yearly 
Reports ) in the Period 1963-1989 


Year 


Percent Daily Smokers 


Tobacco Sales Inch Customs 

Men 

Women 

Total 

(kg) Sales (kg) 

1963 

62 

27 

44.5 

1.80 

1964 

56 

26 

41.0 

1.77 

1965 

57 

26 

41.5 

1.88 

1966 

59 

29 

44.0 

’ 1.95 

1967 

58 

30 

44.0 

2.00 

1968 

58 

33 

45.5 

2.04 

1969 

58 

36 

47.0 

2.15 

1970 

56 

37 

46.5 

2.03 

1971 

53 

35 

44.0 

1.98 

1972 

53 

37 

45.0 

2.11 

1973 

51 

32 

41.5 

2.10 

1974 

53 

32 

42.5 

2.08 

1975 

48 

33 

40.5 

2.10 

1976 

49 

32 

40.5 

2.01 

1977 

44 

30 

37.0 

2.07 



(continued on next page) 



Note .—From 1981 are added the customs tobacco sales to a total tobacco sale (data from Cus¬ 
toms and Price Department yearly reports). 
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TABLE 1 (Cont’d) 

Percent Daily Smokers Over 15 Years in Norway (For 1963-72 Data From Norway 
Market Data and Since 1973 From Norwegian National Tobacco Council) and 
Tobacco Sales (Cigarettes, Cigars, Pipe Tobacco) in kg per Inhabitant of 


15 Years and Over (Data From Customs and Price Department Yearly 

Reports ) in the Period 1963-1989 

Year 

Percent Daily Smokers 

Tobacco Sales 

Inch Customs 


Men 

Women 

Total 

(kg) 

Sales (kg) 

1978 

45 

31 

38.0 

1.95 


1979 

43 

33 

38.0 

2.04 


1980 

42 

30 

36.0 

2.11 


1981 

40 

31 

35.5 

2.00 

2.08 

1982 

40 

34 

37.0 

1.81 

1.99 

1983 

42 

32 

37.0 

1.83 

2.09 

1984 

42 

34 

38.0 

1.84 

2.12 

1985 

42 

32 

37.0 

1.91 

2.15 

1986 

39 

31 

35.0 

1.92 

2.20 

1987 

40 

33 

36.5 

1.88 

2.15 

1988 

41 

35 

38.0 

1.88 

2.15 

1989 

37 

34 

35.5 

1.87 

2.14 

1990 

36 

33 

34.5 

1.87 

2.14 


Note .—From 1981 are added the customs tobacco sales to a total tobacco sale (data from Cus¬ 
toms and Price Department yearly reports). 


Attitude campaigns and improvement of attitudes and behavior .—The smok¬ 
ing campaign has led to substantial change in attitudes towards smoking. In 
a small study of our own (Gotestam & Gotestam, 1990c), attitudes towards 
smoking regulation (smoking as a' milieu problem, need for nonsmoking 
rooms, etc.) changed from 30 to 45% in 1979-80 to 57 to 86% in 1988-89 
(see Table 2), and 62 to 80% wanted to quit smoking in 1988-89 compared 
to only 25 to 26% in 1979-80. What about smoking prevalence? This had 
not changed throughout the period (but showed a small increase from 43 to 
48%)! The same is true for national data, which were somewhat lower, but 
stable; see Table 2. A similar discrepancy between attitudes and behavior has 


TABLE 2 

Percent Positive Answers on Three Questions, Plus Daily Smokers 
in Our Material and in Norway 


Questions 

1979 

1980 

1988 

1989 

Smoking is a milieu problem at my working site 

32 

30 

60 

57 

We need more nonsmoking rooms at the hospital 

40 

45 

86 

66 

I want to quit smoking 

25 

26 

62 

80 

Daily smokers 

43 

43 

45 

48 

Daily smokers in Norway (The Norwegian Nation¬ 
al Tobacco Council) 

38 

36 

38 

36 


Note .—All percentages are computed on the total number of respondents, both smokers and non- 
smokers, except the quit smoking question. 
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been shown in relation to AIDS (Sundet, Magnus, Kvalem, Gronnesby, & Bak- 
keteig, 1989). The old myth that behavior changes follow attitude changes 
still seems unproven. Of course, positive attitudes may be a good ground for 
later behavior change, but probably it is more effective to change the behav¬ 
ior first, and the attitudes will follow (cf. Lewin, 1943). It seems important 
also to offer specific treatment programs for smokers wanting to quit 
(Schwartz, 1987). 

Smoking prevalence .—As already shown above, the number of daily 
smokers in Norway does not seem to have been reduced during the last ten 
years. 

Norway’s position in smoking cessation work .—The last ten years has 
been a period when in several other countries reports have indicated remark¬ 
able reduction in smoking. In a comparison by Pierce (1989) 2 of prevalence 
in 1977-87, USA, England, and Sweden had male prevalences from 24.0% 
to 35.0% while Norway had 41.3%, and similarly, for women these coun¬ 
tries had prevalences of 26.8 to 31.0% compared to 33.3% in Norway. The 
reduction in these countries during the same period was reported for men as 
22.5 to 25.0% compared to 8.0% in Norway and for women as 12.9 to 
18.4% reduction compared to 12.0% increase ! 

Discussion 

It appears that all of the hypotheses and assumptions lack support. One 
of them is among the myths, i.e., the one about the relation between atti¬ 
tudes and behavior (cf. Lewin, 1943). 

Of course, the present study does not disprove the underlying assump¬ 
tion that bans on advertisement and attitude campaigns affect smoking be¬ 
havior. A possible change in tobacco sale and smoking prevalence could be 
neutralized by differences among sex and age groups and by changes in 
smoking patterns. 

In a review, Hewitt and Blane (1984) looked at a dozen studies de¬ 
signed to implement changes in alcohol-related knowledge, attitudes, and 
behavior. The result was that out of 12 studies aimed towards changes in 
knowledge, 7 succeeded, 4 failed, and 1 gave mixed results. Out of the 9 
studies aimed towards attitude change, only 2 succeeded, 5 failed, and 2 
gave mixed results. Of the 12 studies aimed towards behavior change, 8 
failed, 3 had rather unimpressive positive changes, and 1 mixed results. This 
review supports our conclusions that improvements in knowledge or attitudes 
do not necessarily result in change in behavior. 

Collins and Cellucci (1991) reported an effect on knowledge but none 



2 This summative comparison (due to lack of space) might be somewhat misleading, but is in¬ 
tended to point at the fact that Norway is consistently poor in almost all smoking-reduction 
comparisons. For detailed comparisons, see Pierce (1989). 
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on attitudes or behavior (alcohol involvement) after evaluating an “alcohol 
education presentation with a media component of public service announce¬ 
ment.” Further, there was no correlation between knowledge and either at¬ 
titudes or behavior (alcohol involvement). There was, however, a strong neg¬ 
ative correlation between behavior (alcohol involvement) and attitudes. 

Cameron and Playfair (1991) argue that barring contaminated blood has 
worked much better than education to reduce the AIDS risk. They refer to 
Ekstrand and Coates (1990) as an example of education that does not work 
and cite the upwardly mobile pattern of AIDS between the years 1984 and 
1990. These increases were, however, around 50% in the first two years, and 
thereafter only 10%, weakening their criticism. Furthermore, there are sev¬ 
eral educational programs or attitude campaigns related to AIDS (i.e., 
Sundet, et al., 1989) with much less impressive changes than in the Ekstrand 
and Coates (1990) study, supporting these authors’ conclusions that more 
practically oriented intervention and training are more effective than cam¬ 
paigns based only on information. Needle-sharing, and consequently spread 
of HIV, has been possible to reduce by specific exchange schemes, both in 
the USA and in Europe (Guydish, Abramowitz, Woods, Black, & Sorensen, 
1990; Stimson, AUdritt, Dolan, & Donoghoe, 1988). 

Further, few reports have empirically dealt with changes in behaviors in 
relation to improved health. Ekstrand and Coates (1990) reported change 
and maintenance of safer sexual behaviors in homosexual men in San Fran¬ 
cisco. According to self-reports, some unsafe behaviors were reduced from 
about 35% in 1984 to 2 to 4% in 1987. Among the predictors for safer sex 
were being older, having friends/lovers with AIDS, and earlier sex habits. 
The ingredients of this multifaceted, community-level risk-reduction interven¬ 
tion program (described by Coates, 1990) was based on behavior change 
ascertained by the use of information, motivation (increased sense of per¬ 
sonal threat), skills training (by demonstration and modeling), and change in 
peer norms. The program worked through a variety of existing avenues, like 
schools, worksites, health care facilities, organizations, churches, and clubs. 
The program was also extensively empirically evaluated over time (Ekstrand 
& Coates, 1990). 

Conclusions 

Scientific conclusions .—It is of utmost importance that the actions taken 
are closely followed empirically over time. This work should be done at the 
highest possible scientific level to enable clear descriptions and valid conclu¬ 
sions. It is also necessary to follow parallel development in countries or 
environments where commensurability is high. Changes or lack of changes, 
departing from parallel arrangements in other countries, could then make us 
more attentive to reasons why imposed actions do not work as expected. 

Practical conclusions .—The actions taken in Norway so far may be good 
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but are not sufficient to reach the goals set, i.e., “A smokefree Norway Year 
2000” (Action Plan for a Smokefree Norway Year 2000, 1989). A multifacet¬ 
ed, broad-spectrum, community-based approach must be implemented (cf. 
Coates, 1990). McManus, et al. (1989) describe an extensive community- 
based intervention program for smoking cessation. Bjartveit, Thiirmer, and Ny- 
lenna (1990) have suggested that 1% of the tobacco income tax should be 
set aside for this work. We suggest (see Gotestam & Gotestam, 1990b) that 
this amount—which is 42.3 million NOK (about 6.5 million USD—be used 
to implement change of smoking behavior by a multimodal approach, includ¬ 
ing special programs for different groups, through a variety of intervention 
channels. 


"1 
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Statement of Roger D. Blackwell 
before the 

Committee on Energy and Commerce 
Subcommittee on Health and the Environment 

August 1, 1986 

Mr. Chairman and members of the Subcommittee, my 
name is Roger D. Blackwell. I am Professor of Marketing at 
Ohio State University in Columbus, Ohio, and President of 
Roger Blackwell Associates, Inc., a marketing consulting firm. 

I am co-author of the leading textbook on consumer behavior, 
and I have written many articles on the subject. My purpose 
today is to discuss evidence that relates to measures being 
considered by the Subcommittee that would ban or further 
restrict tobacco product advertising. 

In Part I of my testimony, I discuss the evidence 
showing that a person's decision to become a smoker is shaped 
primarily by parents and peers, not by advertising. In Part 

II of my testimony, I discuss studies indicating that cigarette 
advertising has no significant impact on "primary demand" — 
that is, it does not convert non-smokers to smokers. In Part 

III of my testimony, I briefly discuss the experience of other 
countries, which offers additional evidence that banning or 

further restricting cigarette advertising would not affect is? 

cn 
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I. THE DECISION TO BECOME A SMOKER 

Researchers investigating how people become smokers 
focus on, among other things, the attitudes that people de¬ 
velop toward smoking before they first try a cigarette and 
on their actual experience in smoking. Leventhal and Cleary, 
(1980); Flay et al . (1983). Both are pertinent to considera¬ 

tion of the proposals before you. I address them below. 1 

The evidence supports the conclusion of Dr. Morti- 
more B. Lipsett, Director of NIH's National Institute of Child 
Health and Human Development, in his testimony before this 
Subcommittee three years ago. As he stated, "the most force¬ 
ful determinants of smoking are parents, peers, and older 
siblings." The research does not support the conclusion that 
cigarette advertising causes people to smoke. 

j 

A. The Non-Smoking Period 

Studies show that people acquire attitudes toward 
smoking as children, long before they try their first ciga¬ 
rette, and that these attitudes are reliable predictors of 
whether a person will become a smoker. Parents and peers are 
the most powerful influences in shaping a youth's attitude 
toward smoking, but a youth's decision to try smoking also is 
significantly influenced by whether the stereotypical image 
of "the smoker" corresponds to the youth's own self-image. 


1 A bibliography of the studies discussed in my testimony 
is attached. 
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Studies demonstrate that the stereotypical image of "the 
smoker" is not the flattering one that antitobacco advocates 
commonly accuse cigarette advertising of promoting or per¬ 
petuating. 

1. Children's Attitudes Toward 

Smoking as Predictors _ 

Studies confirm that, prior to their initial trial 
of cigarettes, children develop attitudes towards smoking. 

Those whose attitudes toward smoking are most negative are 
least likely to try cigarettes and become regular smokers. 

This self-evident proposition has been confirmed in studies by 
Chassin et al . (1984), and Bauman et al . (1984). 1 

2. The Sources of Children's 
Attitudes Toward Smoking 

Relatively little literature focuses on the sources 
of children's attitudes toward smoking. The available research 
indicates, however, that parental smoking significantly 
affects children's beliefs on the subject. The more parents 
smoke, the less children tend to have negative views on 
smoking. Moreover, the less parents discourage smoking, the 
more children believe that smoking makes the smoker "popular." 

Researchers also have found that the more children's 
friends smoke, the more likely it is that children will believe 

1 The Chassin study in 1984 also found that those who were 
to try cigarettes in the course of the two-year study shared 
several characteristics. Those students who were to try 
smoking were likely to be more tolerant of non-conformist 
behavior than those who did not. 
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that smoking is a source of popularity and enjoyment, and the 
less they will believe it has adverse health consequences. 

E.g ., McAlister et al . (1984). The conclusion that children's 

smoking-related beliefs and attitudes are learned through 
their experience with friends and parents is supported by 
cross-sectional studies showing that children whose parents, 
siblings, and friends smoke are themselves more likely to 
smoke. Cf. Flay et al . (1983); Bewley et al . (1974). 

Non-smokers and smokers alike also seem to have 
fairly well-defined images of what "the smoker" is like. A 
person is most likely to become a smoker if he views that 
stereotype positively and his self-image corresponds to it. 

See also, e.g ., Chassin et al . (1981b); Barton et al . (1982). 

Children report a distinct image of "the smoker" -- not the 
flattering one that antitobacco advocates attribute to ciga¬ 
rette advertising. E.g ., McKennell and Bynner (1969). Not 
surprisingly, smokers have self-concepts that are more con¬ 
sistent with the smoker stereotype than do non-smokers. Id . 

Despite all of the supposed efforts of cigarette 
advertising to foster a "positive" image of smoking, the 
stereotype of "the smoker" that young people have is decidedly 
ambivalent, at best. The stereotypical smoker is viewed as 
less educationally successful, less healthy and "tougher" than 
the stereotypical non-smoker -- and non-smokers generally view 
other non-smokers as more desirable to have as friends than 
smokers. While male smokers are viewed as more interested in 
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the opposite sex than male non-smokers, female non-smokers are 
viewed as more interested in the opposite sex than female 
smokers. E.g ., Chassin et al . (1981b); McKennell and Bynner 

(1969); Barton et al . (1982). 

It appears that the formation of the smoker image 
precedes the onset of smoking. Non-smokers who have self- 
images that most closely match the stereotype of "the smoker" 
are the most likely to plan to smoke in the near future. 

Chassin et al . (1981b). But the smoker stereotype that pre¬ 

vails among young people, including young people who smoke, 
is not the positive image that is found in some cigarette 
advertisements. That finding strongly suggests that the 
image of "the smoker" that young people develop is not de¬ 
rived from cigarette advertising, and that a complex array 
of non-advertising influences is instead responsible for a 
young person's decision to smoke. 

B. Experimentation 

Most people experiment with cigarettes; it has been 
asserted that between 80 and 90 percent of all teenagers try a 
cigarette at some time. Flay et al . (1983); Hirschman et al . 

(1984). However, only a relatively small percentage of those 
who try cigarettes become smokers. Leventhal and Cleary (1980) 
report that the percent of smokers in grade school, junior 
high school and senior high school rarely exceeds 50 percent 
of the triers. 
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Peer pressure, as well as attitudes toward smoking, 
appears to be a primary factor in determining whether a person 
will experiment with smoking. Most youngsters try their first 
cigarette in the company of others (Friedman et al . (1985)), 
and there is usually pressure to participate in the group ac¬ 
tivity. In accordance with this and other similar research, 
Biglan and Lichtenstein (1984, p. 218) concluded that "peer 
influence is the preeminent factor in the onset of experimen¬ 
tation" with cigarettes. 

Hirschman et al . (1984) examined factors that lead 

triers of one cigarette to try a second cigarette. Whether a 
person tries a second cigarette is associated directly with 
the person's attitude toward smoking, whether the person has 
siblings who smoke, whether more than half the person's 
friends smoke, whether the person is a "risk-taker," and 
whether the person coughed while trying the first cigarette. 

Friedman et al . (1985) also provide some insight 

regarding differences between persistent and occasional 
experimenters. Persistent experimenters had initial smoking 
situations in which more people were present and more people 
smoked. Persistent smokers reported more frequent pleasant 
experiences with smoking. They were also more likely than 
occasional experimenters to have planned to smoke a second or 
third time. 
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C. The Role of Advertising in a Person's 
Decision To Smoke _ 

Although considerable research has been conducted 
into the general relationship between cigarette advertising 
and aggregate demand (see Part II, below), it has been quite 
rare for literature dealing with why people smoke to include 
variables addressing advertising. When these variables have 
been included, however, they do not support the contention 
that cigarette advertising causes people to smoke. To the 
contrary, the relatively early studies that have addressed the 
subject -- which focused on attitudes toward cigarette ad¬ 
vertising on television -- revealed in young people a skepti¬ 
cism and distaste for cigarette advertising. E.g ., Levitt and 
Edwards (1970); Beal et al . (1971); Kelson et al . (1975). 

In short, I have found no significant evidence to 
indicate that advertising either directly causes people to 
smoke or that it shapes attitudes towards smoking. 

II. EFFECT OF ADVERTISING ON AGGREGATE DEMAND . 

The overwhelming weight of research discloses that 
cigarette brand advertising does not influence the "primary 
demand" for cigarettes -- that is, it does not convert non- 
smokers into smokers, encourage current smokers to smoke more 
or discourage smokers from quitting. The impact of cigarette 
advertising is on "secondary demand" -- that is, it may influ¬ 
ence the particular brand that a consumer chooses without 
affecting overall demand for cigarettes.. 
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Several investigations have reached the conclusion 
that cigarette advertising does not increase primary demand 
for cigarettes. Hamilton (1972) examined a time-series model 
of cigarette consumption using data involving the U.S. market 
between 1925-70. Advertising was measured by an index of per 
capita advertising expenditures. Advertising failed to exert 
a statistically significant effect in any of the dozen models 
tested by the author. 

Schmalensee (1972) tested 72 models of aggregate 
cigarette demand within the U.S. market for the period 1953-67. 
Taking all of the model results into account, he concluded 
that the evidence was not sufficient for him to conclude that 
advertising had any effect on primary demand. 

Schneider et al . (1981) examined a time-series model 

of cigarette consumption using data for the U.S. market between 
1930-78. Again, advertising did not have a statistically sig¬ 
nificant effect. The authors concluded: "Given the trivial 
effect of advertising on aggregate cigarette consumption, 
governmental prohibition of broadcast cigarette advertising 
could not have had any significant effect in terms of reducing 
demand" (p. 610). 

Baltagi and Levin (1986) tested several time-series 
models of cigarette consumption using data involving 46 states 
in the U.S. over the period 1963-80. These models estimated per 
capita cigarette consumption as a function of cigarette prices. 
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per capita disposable income and per capita advertising (tele¬ 
vision and radio only) expenditures. Analysis revealed "an 
insignificant effect of advertising on the consumption of ciga¬ 
rettes" (p. 152). 

In my opinion, existing empirical evidence thus does 
not support the proposition that cigarette advertising increases 
cigarette consumption. 1 And the apparent ineffectiveness of 
cigarette advertising in stimulating primary demand is not 
unique to this particular product. Peles (1971) did not find 
advertising to influence primary demand for beer. Similarly, 
Bourgeois and Barnes (1979) report that neither print nor 
broadcast advertising expenditures were significantly related 
to alcoholic beverage consumption in Canada. Kyle (1982), 
reaching a similar conclusion in a study of food, clothing. 


1 Only one such study (Lewit et al . (1981)) purports to 

find a significant relationship between cigarette advertising 
and primary demand in the United States. But this conclusion 
was based on questionable inferences drawn from the'fact that 
smokers reported that they watched more television than non- 
smokers. Three studies support the advertising-consumption 
relationship in foreign markets. But one of those studies 
(Leeflang and Reuijl (1985)) was a study of the West German 
market during a period in which radio and television adver¬ 
tising was utilized; a second study (McGuinness and Cowling 
(1975)), covering both press and television in the United 
Kingdom, has been criticized on a variety of grounds and an 
analysis of the data for the same period (Johnston 1980) shows 
that the relationship is considerably weaker than McGuinness 
and Cowling reported. More important, Kyle (1982) analyzed 
United Kingdom 1963-78 data and found that, when spurious 
causes of consumption changes ( e.g ., seasonality) were ex¬ 
cluded, advertising and primary demand were not related. The 
same spurious causes also may have biased the conclusions of 
Leeflang and Reuijl above, as well as the third study sup¬ 
porting an advertising-consumption relationship Radfar (1985), 
which echoes the conclusions of McGuinness and Cowling. 
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alcohol and motor vehicles, dismissed as a "myth" the view 
that advertising increases market size. See also Sturges 
(1982) and Ashley et al . (1981). 

III. EFFECT OF AD BANS IN OTHER COUNTRIES 

Several countries have banned or severely restricted 
advertising. These countries include Italy, Singapore, Norway, 
Finland, Sweden, Iceland, Thailand, Taiwan and, to a limited 
degree, France. The evidence from these countries shows that 
cigarette advertising bans do no affect cigarette consumption 
trends. 1 

ITALY . ' Italy is the free market country with the 
longest experience with a ban on cigarette advertising, having 
enacted a ban on all forms of advertising in 1962. Although 
there have been limited periods during which the ban was not 
completely enforced, annual cigarette consumption more than 
doubled between 1960 to 1984, rising from 50 billion to over 
104 billion cigarettes. On a per capita basis, consumption 
rose 82% during this period, from 1,306 units per adult in 
1960 to 2,371 units per adult in 1984. 

SINGAPORE . Although a small country, Singapore is 
one of the most sophisticated and advanced in economic and 
social institutions. Since a ban on most forms of tobacco 


1 Underlying data for this discussion is from Int'l Adver¬ 
tising Ass'n, Tobacco Advertising Bans and Consumption in 16 
Countries (J.J. Boddewyn 2d ed. 1986). 
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advertising was imposed in 1970, total cigarette consumption 
increased from 2.8 billion to 4 billion in 1984. In spite of 
the fact that per capita consumption had declined prior to the 
ban, and in the face of significant price increases following 
the ban, cigarette consumption increased 12% during this 
period -- from 1,948 cigarettes per adult in 1970 to 2,189 
cigarettes per adult in 1984. 

SCANDINAVIA . Finland imposed a complete and effec¬ 
tive ban on tobacco advertising in 1978. Prior to that time, 
per capita cigarette consumption had declined 9% between 1970 
and 1978. Since the ban, however, per capita consumption has 
’grown 10.6%. Total cigarette consumption, which grew only 
marginally in the years prior to the ban, has grown at the 
faster rate of 1.6% annually since 1977. 

Norway imposed a complete and effective cigarette 
advertising ban in 1975. While per capita consumption among 
Norwegian males declined between 1974 and 1984, this decline 
continued a trend apparent before the ban. Per capita con¬ 
sumption among women smokers showed no significant change 
between 1974 and 1984. 

In Sweden, where some forms of cigarette advertising 
are permitted, cigarette consumption per capita declined from 
2,321 units in 1975 to 2,226 units by 1984. 1 Notably, during 


1 The 1984 figure is somewhat overstated because it includes 
some border sales to Norwegians. 
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this period the percent of adult smokers in the population 
dropped from 37% to about 30%. 

There is an interesting by-product of cigarette 
limited advertising bans revealed in data from the three 
Scandinavian countries. Prohibiting cigarette advertising 
appears to retard the growth of market share among lower-tar 
brands of cigarettes. While Sweden, Norway and Finland all 
had essentially no lower-tar (below 15 mg) sales in 1970, 
Sweden (where limited advertising is allowed) had 52% sales of 
lower-"tar" cigarettes in 1984, in contrast to the share of 
31% in Norway and 38% in Finland. 

OTHER COUNTRIES . Analysis of data from other 
countries that have banned cigarette advertising is unequiv¬ 
ocal. There is no evidence that banning advertising curtails 
consumption. 

Taiwan has banned all tobacco advertising for many 
years and the government controls cigarette manufacture and 
distribution tightly through a state-controlled organization. 
Both total sales and per capital consumption have grown 
steadily -- from 1,065 units per capita in 1970 to 1,702 units 
per capita in 1984 -- without any advertising of cigarettes. 
Thailand has banned almost all forms of tobacco advertising 
since 1969 but per capita consumption is today higher (599 
units) than when the ban was imposed (415 units). Iceland 
imposed a complete ban effective 1972 but total cigarette 
consumption has grown significantly faster since the ban was 
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imposed than before it and per capita consumption has also 
grown, although not as rapidly. France has prohibited most 
types .of advertising since 1976 and although consumption has 
dropped in some years since the ban, this can be attributed 
mostly to the maturity of the market in France rather than 
the ban. 1 


Conclusion 

Any belief that banning cigarette advertising will 
curtail consumption of cigarettes is wishful thinking, not a 
conclusion that can be supported by the facts and actual 
experiences of those countries that have enacted such laws. 

The experience with bans and non-bans in countries other than 
the United States provides no support for legislation in the 
United States that would ban advertising. The data from other 
countries leads to the conclusion that other factors (market, 
structure, product availability and price, social norms, 
health issue publicity, etc.) must be considered the under¬ 
lying determinants of demand -- not advertising bans. 

After examining such data. Dr. R. Lawson concluded 
that "the prime result of such restrictions on the advertising 
and labelling of tobacco products may well be restraint on 
competition rather than further consumer protection. There is 
no evidence to show that such restrictions have any impact on 


1 "Where Cigarette Smoking Rises Without Advertising, 
World Tobacco 71-75, at 75 (April 1981).- 


Source: https://www.industrydocuments.ucsf.edu/docs/tyhlOOOO 


12503017698 




14 


the reduction of cigarette smoking. . . . Instead, advertising 

restrictions place severe barriers to newcomers who wish to 
enter the market, while existing brand leaders maintain their 
position at less cost. In turn, this will make smoking a 
cheaper occupation, will encourage more to take it up." 

Thus, my basic conclusion is that the proposed 
tobacco product advertising ban, like the restrictions that 
have been proposed that are close to or tantamount to a ban, 
will not be effective. Indeed, such measures are likely to 
have consequences directly contrary to those desired by the 
measures' sponsors. 
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Statement of Scott Ward, Ph.D. 

Professor of Marketing 

The Wharton School 
University of Pennsylvania 
Philadelphia, Pa. 

August 1, 1986 

My name is Scott Ward. I am Professor of Marketing 
at the Wharton School at the University of Pennsylvania. I 
have published extensively in the field of marketing. My 
writings include articles in scholarly journals and several 
books. These include Problems in Marketing (5th ed. 1981), 
the most widely-used marketing management casebook, as well as 
Consumer Behavior (1984), How Children Learn To Buy (1977), 
and Consumer Behavior: Theoretical Sources (1973). 

I serve on the editorial boards of the Journal of 
■ Consumer Research and the Journal of Advertising Research and 
have directed major grants from the National Science Founda¬ 
tion, National Institute of Mental Health, Ford Foundation and 
CBS, Inc. I have spent a significant part of my time during 
the past ten years studying children's reactions to advertising. 
This work has been funded by a number of federal agencies, in¬ 
cluding the Office of Child Development and the National Insti¬ 
tute of Mental Health, as well as by private industry. In the 
late 1970s, I was engaged in government-sponsored research to 
improve drug-abuse prevention advertising. I have consulted 
with a number of major corporations, including AT&T, General 
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Motors, Hershey Foods Corporation, Paine-Webber, Quaker Oats 
and others. 

My testimony today responds to the various proposals 
that have been made to ban or further restrict tobacco product 
advertising. Those who are promoting such measures have stated 
that their ultimate goal is to get people to stop smoking. I 
am convinced, however, that the advertising measures that have 
been proposed would be ineffective. The imposition of a ban 
or additional restrictions on cigarette advertising also would 
mark an omnious turn in the federal government's general 
approach to advertising regulation, placing the government in 
the role of censor rather than the sponsor of additional in¬ 
formation. 

My testimony, which considers the aim and effect of 
advertising in "mature" product markets, 1 covers four broad 
subjects. 

First , I will discuss the distinction between "new" 
and "mature" product markets. The primary role of advertising 
in "new" product markets is to make people aware of the 
existence of a product category, to inform potential consumers 
of its attributes and to interest them in a specific brand. 


1 The general functions of advertising are discussed in 
many texts, including P. Farris & J. Quelch, Advertising & 
Promotion Management (1983); K. Roman & J. Maas, How To 
Advertise (1976) D. Aaker & J. Myers, Advertising Management 
(2d ed. 1982); Advertising Management (D. Aaker ed. 1975); D. 
Oglivy, Confessions of an Advertising Man (1964); and M. Ray, 
Advertising and Communication Management (1982). 

V • 


Source: https://www.industrydocuments.ucsf.edu/docs/tyhlOOOO 


2503017704 



670 


- 3 - 


By contrast, in "mature" product categories there are few 
first-time buyers or non-buyers who are unaware of the cate¬ 
gory's existence. Consequently, the primary role of advertising 
in "mature" product markets is to keep consumers loyal to the 
particular brand being advertised or to prompt consumers to 
switch to the brand being advertised. 

Second , I will discuss the two primary objectives of 
advertising in "mature” product markets -- to get consumers to 
notice the advertisers message about his brand, and to generate 
the most favorable possible impression about that brand with the 
largest number of consumers. Getting consumers to notice the 
advertiser's message is no small challenge in today's cluttered 
media; the use of colorful, eye-catching visuals and slogans is 
essential. And, when competing brands cannot be distinguished 
from one another on the basis of objective differences, creating 
the most memorable impression among the largest number of 
consumers typically involves appealing to discrete consumer 
blocs and also often requires relatively large advertising 
expenditures. 

Third , I will discuss consumer response to advertis¬ 
ing. Many of those who favor banning or further restricting 
tobacco product advertising greatly overestimate the power of 
advertising and underestimate the basic intelligence and will 
of consumers. Consumers fail even to notice the vast majority 
of the advertising to .which they are exposed, and even when 
they do notice it, adv4rtising operates as a two-way process 
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in which the consumer evaluates and often discounts the adver¬ 
tising, based upon the consumer’s preexisting attitudes, beliefs 
and experiences. This principle would apply with special force 
in the case of cigarette advertising, where ’’counter-arguments” 

( i.e. , the Surgeon General’s warnings) are made an explicit part 
of the commercial message. , 

Fourth , I will touch briefly on the influence of 
advertising on children and teenagers. Drs. Blackwell and 
Boddewyn explore the subject in greater detail in their testi¬ 
mony, and I venture here only to supplement their testimony 
with a few observations of my own. 

1. The Distinction Between ’’New” 
and ’’Mature” Product Markets' 

Underlying the proposals to ban or further restrict 
tobacco product advertising is an apparent lack of awareness 
of what cigarette advertising really involves. Proponents of 
such measures treat cigarette advertising as though cigarettes 
were a new product and advertising were required to make its 
existence known, or as though cigarettes as a product category 
were competing against other product categories and needed 
advertising to maintain or expand aggregate demand. . Both of 
these views of advertising for cigarettes -- a "mature” 
product category -- are mistaken. 

It is a truism that, companies — including cigarette 
companies — use advertising to promote the sale of their 
products. But advertising serves vastly different functions 
depending on whether the product being advertised is "new" or 
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"mature,” and depending on whether the product category is in 
competition with other product categories. 1 In the case of a 
"new" product -- recent examples would include video cassette 
recorders, personal computers and cellular telephones -- 
advertising attempts to inform people about product attributes 
and benefits. Because the product category is new, advertising 
(together with information disseminated through other sources) 
is the means by which consumers learn that the product category 
exists and how it might be useful to them. At this stage, 
advertising promotes demand for the product category in the 
course of promoting demand for particular brands -- although 
all advertisers ultimately are interested in promoting their 
brands against competitive brands. 

As awareness of the product category spreads, adver¬ 
tising matters less and less in stimulating aggregate demand. 

In fact, demand flattens because there are few people who have 
not either tried the product (and become settled users or non¬ 
users) or decided that they have no interest in the product 
category. Consumers no longer need advertising to appreciate 


1 For discussion of the concept of "product life cycle," 
and the role of promotion for mature product categories, see 
C. Wasson> Dynamic Competitive Strategy and Product Life 
Cycles (1978); R. Polli & V. Cook, "Validity of the Product 
Life Cycle," Journal of Business (Oct. 1969); R. Buzzell, 
"Competitive Behavior and Product Life Cycles," in New Ideas 
for Successful Marketing (J. Wright & J. Goldstucker eds. 
1966); R. Hammermesh & S. Silk, "How to Compete in Stagnant 
Industries," Harvard Business Review (Sept.-Oct. 1979); J. 

Swan & D. Rink"]! ^Fitting Marketing Strategy to Varying Product 
Life Cycles," Business Horizons (Jan.-Feb. 1982); and Y. 

Wind, Product Policy,; Concepts, Methods and Strategy (1982). 
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the miracle of home video, soft drinks or laundry detergent. 
These products have become, or are becoming, a part of everyday 
life for those consumers who are likely to want them. The aim 
and effect of advertising for such "mature" product categories 
is to promote particular brands of the product, not to promote 
the product category itself. Many studies have found that 
advertising in such markets is not significantly related to 
aggregate product demand. 1 

There is an exception to this rule. Even after a 
product category has "matured" and advertising is no longer 
necessary to create awareness of the product, the product cate¬ 
gory may be in direct competition with other product categories. 
Electricity competes in many areas with natural gas. Milk com¬ 
petes with soft-drinks and other beverages. In such cases, it 
is not uncommon to see advertisements that promote a product 


1 For example, a 1976 survey of ten product categories 
identified four categories in which advertising and primary 
demand were related. But those four markets each were in the 
early stage of the product 1 s "life cycle." Cigarettes were 
one of the remaining six product categories in which primary 
demand was found to be unrelated to advertising. J. Lambin, 
"Advertising, Competition, and Market Conduct," in Oligopoly 
Over Time (1976). See also R. Ball & R. Agarwalda, "An 
Econometric Analysis of the Effects of Generic Advertising on 
the Demand for Tea in the UK," British Journal of Marketing , 
vol. 4 (1969); K. Palda, The Measurement of Cumulative Ad¬ 
vertising Effects (1964); and L. Telser, "Advertising and 
Cigarettes,” Journal of Political Economy , vol. 70 (1962). An 
excellent review of these and other studies may be found in D. 
Aaker & J. Carman, ."Are you Overadvertising? A Review of 
Advertising-Sales Studies," Journal of Advertising Research , 
vol. 22, no. 4 (Aug.-Sept. 1982). 
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category rather than a particular product brand. But ciga¬ 
rettes, like laundry detergents, are not in competition with 
other product categories, and you will never see an adver¬ 
tisement promoting cigarettes or laundry detergent as such. 

What you see exclusively are advertisements promoting parti¬ 
cular brands of cigarettes or laundry detergent. 

2. The Primary Objectives of Advertising 
in "Mature” Product Markets _ 

In promoting a brand within a mature product market, 
an advertiser immediately encounters two challenges — selecting 
a consumer to whom to promote the brand and getting the atten¬ 
tion of that consumer. Meeting these two challenges accounts 
for the content of such advertising. Although selecting a 
target audience is a step that logically must be taken before 
figuring out how to attract attention, there are certain 
principles that govern regardless of the audience chosen. I 
therefore turn first to the challenge of reaching the consumer, 
(a) Attracting Viewer Attention 

Advertisers typically use attractive models in 
attractive settings to promote their products. Attractive men 
and women are used to sell brands of everything from floor 
polish to mouthwash, and in doing so advertisers are not at¬ 
tempting to persuade consumers that scrubbing floors or 
gargling is attractive. The goal is to catch the viewer 1 s 
attention for the advertised brand. 

Studies have documented the fact that consumers are 
potentially exposed to hundreds of advertisements and promotions 
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each day. On television, at least 20 minutes of each broadcast 
hour are consumed by commercials, and advertisements account 
for more pages than text in most newspapers and magazines. 

The result is "commercial clutter." 1 Numerous 
studies demonstrate that various measures of advertising 
effectiveness -- such as recall and positive attitudes -- 
decrease as the amount of "clutter" increases in the media 
environment. Viewer attention is a limited resource, and 
advertisers intensely compete for it. 

The advertiser who offers the most arresting image 
reaps the reward of a viewer’s momentary focus and has a 
chance to "speak" to the viewer. The image offered to catch 
the viewer’s eye does not need to bear any special relation to 
the product being advertised. Attractive models such as Cliff 
Robertson (for AT&T) and Suzanne Sommers (for Ace Hardware) 
are cases in point. There certainly is nothing dishonest or 
deceptive in using the most effective means available to get a 
message noticed. 


1 See M. Schudson, Advertising, The Uneasy Persuasion: 

Its Dubious Impact on American Society 107-08 (1984); M. Ray 
& P- Webb, "Experimental - Research on the Effects of Televi¬ 
sion Clutter: Dealing with a Difficult Media Environment," in 
Marketing Science Institute, Research Report # 76-102 (1976); 

P. Webb, "Consumer Initial Processing in Difficult Media En¬ 
vironment," Journal of Consumer Research , vol. 6, no. 4 (1979); 
P. Webb & M. RayT "Effects of TV Clutter," Journal of Adverti¬ 
sing Research ," vol. 9 no. 3 (1970); and C. Cobb, "Television 
Clutter and Advertising Effectiveness," in American Marketing 
Association Proceedings (1985). 
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(b) Audience Segmentation 


In "mature” product markets, as discussed, advertis¬ 
ing promotes particular brands rather than the product category 
itself., Broadly speaking, an advertiser can promote a parti¬ 
cular brand in either of two ways -- by pointing to objective 
characteristics of the brand that make that brand superior to 
other brands, or by identifying the brand subjectively as the 
brand that is desirable for members of discrete consumer blocs. 1 

There are many product categories in which an 
advertiser can point to objective characteristics of a brand 
that distinguishes that brand from competing brands. One make 
of automobile may have better mileage or require fewer repairs 
than another, and of course automobiles vary dramatically in 
price. Similarly, laboratory studies may in fact show that 
some antacids work faster and more effectively than others. 

When such objective characteristics allow an advertiser to 
distinguish his brand from others, the advertiser is likely to 
stress those characteristics in the advertising. 


1 The prevalence of market segmentation in marketing 
practices is reflected in P. Kotler, Marketing Management; 
Analysis, Planning and Control (5th ed. 1984); J. Engel, H. 
Fiorillo & M. Cayley, Market Segmentation: Concepts and 
Applications (1972); D. Yankelovich, "New Criteria for Market 
Segmentation," Harvard Business Review (March-April 1964); J. 
Plummer, "Life Style Patterns; New Constraint for Mass Com¬ 
munication Research," Journal of Broadcasting (Winter 1971-72); 
W. Smith, "Product Differentiation and Market Segmentation as 
Alternative Marketing Strategies," Journal of Marketing (July 
1956); and A. Roberts, ^Applying the Strategy of Market Seg¬ 
mentation," Business Horizons (Fall 1961). 

' \ 
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In other product categories, however, brands are 
more or less interchangeable in !, objective ,f terms. With 
cigarettes, for example, there are some objective brand 
characteristics to which an advertiser can point -- the "tar" 
and nicotine content of a particular brand, its type of 
filter, taste or length. But cigarette brands, like soft- 
drinks and soaps, are far more difficult to distinguish from 
one another on the basis of such objective characteristics 
than are product brands in many other mature product categories. 

An advertiser attempting to promote a brand that is 
not objectively distinguishable from other brands therefore 
tries a different approach. He aims to promote his brand with 
particular groups of consumers by saying, in effect, "If you 
are this kind of consumer. Brand X is for you; if you are that 
kind of consumer. Brand Y is for you." The advertiser, in 
other words, chooses a particular consumer group at which to 
aim his message and tailors his message in a way that will 
strike a responsive chord with that group. 

People in our society cluster in "taste cultures," 1 
and it is at these groupings that advertisers direct their 
messages — particularly in mature product categories in which 
objective differentiation of the constituent product brands is 
difficult. The time is long past when advertisers treated the 


1 W. Leiss, S. Kline & S. Jhally, Social Communication in 
Advertising: Persons, Products, and Images of Well-Being 3 
(1986). 
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public as an undifferentiated mass. That approach simply is 
not cost-effective, and it is particularly inefficient when 
many interchangeable brands of a product are competing for a 
share of the market. 

Many cigarette advertisements depict attractive 
people. But that is about the only generalization that one 
can make. Sometimes the people portrayed are rugged, outdoor 
types; sometimes they are rich and sophisticated; sometimes 
they are confirmed individualists; sometimes they are empha¬ 
tically sociable creatures. The various cigarette manufac¬ 
turers, like advertisers of soaps and colognes, attempt to 
attract the attention of each of these target audiences. 

Thus, it is not the advertisement that "shapes” the consumer; 
it is the consumer (that is, those in the target audience who 
already smoke) that "shapes" the advertisement. 

To be sure, cigarette advertising, like other 
advertising, seeks to portray the brand being advertised in a 
"positive" manner. But for those who smoke, smoking is a 
pleasurable activity. There is nothing deceptive about the 
depiction. In targeting their advertising at particular 
audiences, and in seeking to gain their attention and prefer¬ 
ence, cigarette manufacturers are doing exactly what other 
advertisers do -- and must do -- to engage in brand competition. 

3. Consumer Response to Advertising 

As discussed above, proponents of banning or further 
restricting tobacco product advertising overestimate the power 
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of advertising. Correspondingly, they underestimate the 
intelligence and will of the target audiences. Their view of 
consumers is actually a view that prevailed in advertising 
theory earlier in this century -- a view that has been sup¬ 
planted by a view that gives consumers far more credit, and 
far more control over their own power of choice. 

It used to be thought that advertising (indeed, all 
mass communications) had a direct and powerful effect on con¬ 
sumers. Advertisers would say, "Buy Brand X because it is 
superior to Brand Y," and if the advertisement were cleverly 
enough executed the consumer would buy the advertised brand. 
But the real world does not and never did operate in the way 
portrayed in this "one-way flow" model. Advertisers soon 
realized that simply disseminating a commercial message does 
not ensure that it will be noticed. They also came to learn 
that, even when noticed, commercial messages are not neces¬ 
sarily retained, and that even when viewers find a particular 
advertisement memorable, they do not always remember what 
product brand was being advertised. 1 Moreover, even when 
consumers do remember an advertisement, as well as the name of 


1 These points are discussed in M. Ray, Advertising and 
Communication Management (1982). Other discussions of early 
models of advertising and promotion effects include W. Schramm, 
"Channels and Audiences," in Handbook of Communication (I. 
dePool et al. eds. 1973); H. Laswell, "The Structure and Func¬ 
tion of Communication in Society," in Communication of Ideas 
(L. Bryson ed. 1948); R. Bauer & A. Bauer 7 , "America, Mass 
Society and Mass Media," Journal of Social’Issues , vol. 16 
(1960); R. Bauer, "The Initiative of the Audience," Journal of 
Advertising Research , \ vol. 3, no. 2, (1963); and T. Robertson, 
J. Zielinski & S. Ward, Consumer Behavior (1984). 
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the advertised brand, there is no guarantee that they will 
have any interest in buying the product. 

Only part of the problem can be traced to "commer¬ 
cial clutter." Additionally, the failure of advertising to 
get consumers to behave like Pavlovian dogs stems from the fact 
that people are not hapless recipients of advertising. 

Rather, they are -- when they notice the advertising at all -- 
active participants who ignore, selectively attend to, laugh, 
counter argue, forget or just say "no." The distinguished 
psychologist, Raymond Bauer, put it this way 20 years ago: 

"The time may well be at hand to revise 
the traditional communications formula, 'who 
does what, with which, and to whom.* The 
suggested revision is that we view communica¬ 
tions as a transactional process in which 
both audience and communicator take important 
initiative. A successful communication is 
usually a good ’deal' in which each party 
gives and takes in some pattern that is 
acceptable to him." 1 

Bauer’s "transactional" model suggests what should 
today be obvious on reflection -- that audiences are comprised 
of individuals who are not blank slates or maleable putty. 
Individual audience members are the sum of myriad experiences 
and beliefs who evaluate commercial messages not in a vacuum 
but in the context of their lives. 2 


1 R. Bauer, "The Initiative of the Audience," Journal of 
Advertising Research ^ vol. 3, no. 2 (1963). 

2 Contemporary models of marketing communications are found 
in advertising text and trade books, such as those cited at 

(footnote cont'd) 
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Part of my own research, for example, has sought to 
assist government agencies develop more effective drug-abuse 
prevention promotions. In testing such promotions, we found 
that parents and teenagers often engaged in mental "counter¬ 
argument” when watching particular anti-drug promotions. One 
promotion showed parents arguing violently with their' teenage 
son about drugs. The message stimulated many parents to think 
to themselves while watching this promotion, "Parents shouldn ! t 
do that; we wouldn't do that." 

Counter-arguments are a pervasive part of the 
exchange between advertiser and consumer. You may resist the 
most appealing advertisement for a fast-food chain because you 
are on a diet or do not like "junk" food. You may resist a 
clever advertisement for a domestic automobile because you 
trust reports that foreign-made cars are more reliable. You 
may decide against chewing gum -- despite the young surfers 
and sexy blondes who inhabit gum advertisements -- because you 
think that chewing gum is disgusting or unattractive. 

. This kind of counter-argument goes on all the time, 
most often in the form of an internalized debate. What is 
striking about the counter-argumentation that occurs in the 


(footnote cont'd) 

page 12, note 1, above. See also M. Ray, "Marketing Communica¬ 
tion and the Hierarchy of Effects," in New Models for Mass 
Communication Research (P. Clark ed. 1973); and W. McGuire, 

"An Information Processing Model of Advertising Effectiveness," 
in Behavioral and Management Sciences in Marketing (H. Davis & 
A. Silk eds. 1978). .* 
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case of cigarettes is that the viewer is not allowed to miss 
the counter-argument. Cigarette advertising carries the 
Surgeon General’s rotating messages. Indeed, the antitobacco 
point of view is one of the most widely disseminated consumer 
messages. 

4. The Influence of Advertising 

Those who favor banning or restricting tobacco pro¬ 
duct advertising assert that such advertising influences adult 
smokers to continue smoking and causes children and teenagers 
to decide to smoke. In fact, the available evidence indicates 
that advertising is among the least influential factors in¬ 
volved -- certainly not influential enough to warrant an adver¬ 
tising ban, even if we agreed that it is proper for the govern¬ 
ment to try to manipulate consumer behavior by suppressing 
information. 

So far as young people are concerned, I share the view 
of the Director of the National Institute of Child Health and 
Human Development, who testified before this Subcommittee only 
three years ago that w [t]he most forceful determinants of 
smoking are parents, peers, and older siblings.” That observa¬ 
tion is in accord with the results of my own research with 
pre-teenage children, which indicates that parents and peers 
are much more important determinants of children’s developing 
consumer behavior patterns than advertising. 1 

1 S? Ward, D. Wackman .& E. Wartella, How Children Learn To 
Buy: The Development of'Consumer Information-Processing 

Skills (1979). 
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Among teenagers, data gathered for the American 
Cancer Society by Lieberman Research, Inc., suggest that, as 
early as 1969, !1 a large majority of youngsters .oppose(d] 
cigarette smoking and recognize[d] it as a cause of cancer" 

(p. 23). The ACS study concluded that "[pjersons in the en¬ 
vironment are clearly very important in shaping smoking be¬ 
havior: Where parents or other frequently seen adults smoke, 

youngsters are more likely to take up the habit. * * * Most 
influential of all seem to be friends" (pp. 29-30). 

This early ACS report concluded that smoking "seems 
firmly established in only a small minority of teenagers." 
Perhaps that finding best encapsulates the point: Most teen¬ 
agers choose not to smoke, responding to the positive and nega¬ 
tive influences in a manner that should satisfy antitobacco 
advocates. My own study of over 600 children and their parents 
demonstrated that even young children can and do develop 
skills to evaluate advertising. 

5. Conclusion . 

My purpose has been to explain the cigarette adver¬ 
tising that we see. Cigarette advertisers, like other adver¬ 
tisers of mature products, seek to break through advertising 
"clutter" and attract the attention of smokers -- obviously, 
no small task. They attempt to do so by identifying target 
audiences of smokers, and creating advertising that will be 
noticed by those target audiences. The ultimate objective is 
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to prompt a shift in brand loyalties or to defend the adver¬ 
tised brand against the brand shifts that may be prompted by 
competitive advertising. 

Banning or eliminating tobacco product advertising 
simply would remove a vehicle of brand competition. But it 
would not reduce tobacco product use or prevent people, in¬ 
cluding some young people, from deciding to smoke in the first 
place. Such measures would, however, introduce into govern¬ 
ment regulation of advertising a dangerous paternalism that 
has no precedent and no limiting principle. The government 
traditionally has been in the business of keeping commercial 
messages truthful -- not attempting to manipulate consumer 
behavior by closing off advertising, but assuring that such 
behavior is fully informed. The proposals before you today 
represent a fundamental departure from that approach. 

Rather than ignoring the limits of advertising in an 
effort to justify a ban on cigarette advertising, government 
programs concerning smoking should be based on respect for and 
acknowledgment of the intelligence, will and complexities of 
individuals. That requires, among other things, careful 
pretesting of any mass communications to make sure that they 
are effective and not counter-productive and taking advantage 
of the essential role played by parents, peers and others in 
the decision to smoke. That clearly was the lesson that 
emerged from my work with the government in designing better 
drug abuse programs. The lesson applies here as well. 
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PREFACE 

The IAA is most interested in the effects of advertising on children, a 
so-called vulnerable group. For this reason, we publish this study as a valu¬ 
able addition to the literature. It is based on very careful research by a most 
qualified organization employing methodology which we have examined 
thoroughly and found to be of the highest standards. It is also research 
„ which has generated a comparable international data base. 

The IAA believes in the freedom to advertise all products and services 
which are legally sold and legally consumed. Further, the IAA believes that 
this freedom is indivisible in the sense that restrictions applied to one group 
of products inevitably lead to erosion of the freedom to advertise other 
products. 

These beliefs led us to publish “Tobacco Advertising Bans and Consumption 
in 16 Countries” (in 1983 and 1986), which clearly showed that the 
implementation of advertising bans was generally not followed by decreases 
in overall tobacco consumption. 

It would be convenient for those against advertising to indict it as a main 
cause in how and why people buy and consume products. But advertising is 
only one of many variables affecting consumer choices. 

This five-nation study bears on all of these issues and should be an impor¬ 
tant addition to a growing literature on them. 


International Advertising Association 
World Headquarters 

475 Fifth Avenue, New York NY 10017, USA 
(212)684-1583 
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1. EDITOR S 
INTRODUCTION 


Whether tobacco advertising affects overall tobacco consumption is a 
complex problem. The bulk of research on this topic points to little or 
no relationship between the two. A subset of this issue concerns the impact 
of cigarette advertising on smoking initiation by the young: do juveniles start 
to smoke because they have been exposed to print and broadcast 
advertisements? 

Important Evidence 

The 5-country study reported here provides strong evidence that adver¬ 
tising plays a miniscule role in the initiation of smoking by the young. 
Instead, parents, siblings and friends appear to be the determining factors 
when children start to smoke. 

New Evidence 

Such a point has been made and proved before. However, this recent 
study (1984-1986) provides not only corroborative evidence but also a new 
angle by focussing on five countries where the control of cigarette advertis¬ 
ing ranges from a ban (Norway) to rather limited restrictions (Hong Kong 
and Spain), with Australia and the United Kingdom standing in between. 

It establishes that family and peer influences appear to be the determin¬ 
ing factors, irrespective of whether the young are exposed to cigarette 
advertising or not, with all Jive countries reporting the similar impact of 
social influences on juvenile smoking initiation. 

New Methodology 

This study also breaks new methodological ground in that, for the first 
time, an established Smoking Prevalence Estimator has been applied inter¬ 
nationally to produce a comparable measure among countries with differ¬ 
ing tobacco-advertising controls. 

Besides, instead of using diaries or impersonal questionnaires adminis¬ 
tered at school, as is common in this field, the present survey used personal 
interviews conducted at home. Again, this is a first international methodo¬ 
logical breakthrough which has generated a comparable international 
database about juvenile smoking initiation. 
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Finally, a far broader age range (7 to 15/16 years old) of respondents 
were interviewed than in most other studies in order to provide a more 
comprehensive understanding of the factors involved. 

Implications 

Such findings would seem to challenge the validity of fairly common 
assertions that the young start to smoke because they have been exposed to 
cigarette advertising. They also raise questions about the effectiveness of 
tobacco-advertising bans.(*) The fact that Norway has had such acomplete 
ban since 1975, yet retains relatively high proportions of adult and juvenile 
smokers, clearly points to other factors. 

Is the Evidence Believable? 

This study was initiated and financed by the tobacco industry. No one 
should question its right to engage in research, any more than research by 
the antismoking movement should be considered suspicious a priori. The 
test, instead, should be: “Is it good research?” 

The findings reported here were provided by the London-based Child¬ 
ren’s Research Unit (CRU), which is an experienced research house that has 
been employed by both business and government (see Appendix A). CRU 
relied in part on the methods and findings of studies commissioned by the 
British Government in 1982 and 1984, but it also drew on its own extensive 
international research experience to improve on the British Government 
study’s methodology, as was explained above (Appendices B and C detail 
the research methodology used in the five country studies). 

I think that the methodology used by CRU was appropriate and that the 
findings are credible — after all, other studies have reached similar conclu¬ 
sions — but the reader should reach his or her own conclusions. In any case, 
the new data presented here, collected internationally and in a comparable 
manner, are now available for discussing the issue of juvenile smoking 
initiation. 

Limitations 

It may be objected that this study has reduced cultural differences among 
the five countries to a single factor, namely, the differences among national 
tobacco-advertising controls. This is not quite correct since there are refer¬ 
ences to cultural habits — particularly in Hong Kong and Spain. However, 
even if this criticism is valid and we need further studies of the role of other 


(*) Sec, lor example: Tobacco Advertising Bans and Consumption in 16 Countries. New 
York: International Advertising Association, 1986. 
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cultural factors in the initiation of smoking by the young, this very require¬ 
ment also applies to those who advocate cigarette-advertising bans and 
other restrictions all over the world. They too ignore or downplay the 
varying impacts of cultural values and customs when they propose the same 
solutions — bans and restrictions — everywhere. 

The findings reported here deal mainly with juvenile smoking initiation, 
and do not investigate factors accounting for the continuation of smoking 
behaviour. Only additional research can explain the latter but, meanwhile, 
the Children’s Research Unit’s study can be considered to have thoroughly 
investigated factors influencing the initiation of smoking by youngsters on a 
cross-national basis. 

In my editorial role, I have asked the authors of this report to clarify their 
methods and findings, and to limit their interpretations to what can be 
reasonably inferred from the data. As such, the following study provides 
valuable evidence for researchers, policy-makers, advertising practitioners 
and concerned citizens. 


J.J. Boddewyn 

Professor of Marketing/International Business 
Baruch College, City University of New York 
17 Lexington Avenue, New York 10010, USA 
Tel. (212) 725-3295 
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2. THE ISSUE 


There is a growing body of national studies identifying factors account¬ 
ing for “juvenile smoking initiation,” that is, the conditions and motivations 
associated with children starting to smoke (see Appendix G for a review of 
that literature). Besides, whether substantiated or not, there is a fairly 
widespread belief around the world that advertising constitutes a major 
factor in this initiation process. In contrast, there has been a lack of 
systematic cross-national research to compare juvenile smoking initiation 
under different country conditions. 

Nations, of course, vary considerably in such factors as values, economic 
development, political systems and social stratification. Controlling for all 
of these factors is a daunting task indeed for any researcher. However, 
considering that one common remedy has been proposed to combat juvenile 
smoking, namely, to ban or severely restrict tobacco advertising, it was 
highly desirable to compare countries that differ significantly in terms of 
public policies toward tobacco advertising, in order to determine the 
relative impact of tobacco advertising on why juveniles start smoking. 

To this end, the tobacco industry’s international information organisa¬ 
tion (INFOTAB) commissioned the Children’s Research Unit (CRU — see 
Appendix A) to determine the extent to which tobacco advertising influ¬ 
enced juvenile smoking initiation in a sample of countries selected for their 
different regulatory systems regarding the advertising of tobacco products 
(see Appendix F for further details about these systems). 
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3. BASIC RESEARCH 
APPROACH 


The programme of research reported here has involved independent 
research investigations in four countries, conducted during 1984 (Austra¬ 
lia), 1985 (Norway) and 1986 (Spain and Hong Kong). This research 
programme has attempted to investigate comprehensively juvenile smoking 
initiation, with particular attention being given to the role of advertising. 

Approximately 1000 interviews were conducted in each one of these four 
countries with male and female respondents aged 7-15/16 years, according 
to a quota sample. All interviews were conducted personally and in-home, 
with parental permission and the willing participation of the child (see 
Appendices C and E for further details). 

First of all, it was important to apply a reliable estimator of smoking 
prevalence so that countries with varying policies towards tobacco advertis¬ 
ing control could be meaningfully compared. CRU therefore decided to 
apply Bewley’s Smoking Prevalence Estimator (see Appendix D), widely 
accepted in this field, throughout this international research project. Since 
the UK Office of Population Censuses and Surveys (OPCS) studies (Dobbs 
& Marsh 1, 2*) had also applied Bewley’s modified estimator in 1982 and 
1984, this enabled comparisons to be made between data from the United 
Kingdom (OPCS) and other countries (CRU studies). 

Four countries were chosen as providing important comparisons in 
relation to the degree of media exposure allowed for tobacco advertising at 
the time of the survey: 

1. AUSTRALIA was selected as having similar voluntary agreements to 
those in the United Kingdom as far as restrictions on tobacco advertising 
are concerned. 

2. NORWAY was chosen because there has been a total ban on tobacco 
advertising in force since 1975. 

3. SPAIN and 

4. HONG KONG were selected to provide further contrasts in that tobac¬ 
co advertising was permitted across all media in these two countries. 


* 


The numbers in parentheses refer to entries in the Bibliography (Appendix H) at the end 
this report. 
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The UK OPCS studies provided the baseline essential for investigating 
Australia, Norway, Spain and Hong Kong, and the results from all five 
countries are considered here (Note: In the United Kingdom there were three 
separate studies which are treated here as one — see Appendices D and E). 

The overall approach adopted in this report is to illustrate the picture 
which emerges from each national survey. It must be stressed, however, that 
“regular smokers” are always defined in the same way as children who smoke 
at least one cigarette every week, and that “children” always means children 
of comparable age, when this appears to be important (see Appendix D). 

Against this background, this research report considers the national 
patterns of smoking, the ways in which smoking seems to start, and the part 
which advertising may play in this process, against the impact of the social 
and familial environments. 

With a study of this complex nature, there are many possible analytical 
breakdowns of the statistics, such as boys versus girls, those who live in 
towns versus those who live in the country, and social and cultural factors. 
However, the purpose of the research was to examine differences among 
five countries; and the data is therefore presented here five ways by country 
of study, and within this, by smokers against non-smokers, and often by age 
as well. Further fragmentation would seem likely to bring confusion rather 
than enlightenment within the context of this report. 

Further enquiries about this cross-national survey can be addressed to: 

Glen Smith, Director 
Children’s Research Unit (CRU) 

Albany House 
Portslade Road 
London SW8 3DJ 
England 

Tel. 01-622 0286 
Tx. 8952387 
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cultural factors in the initiation of smoking by the young, this very require¬ 
ment also applies to those who advocate cigarette-advertising bans and 
other restrictions all over the world. They too ignore or downplay the 
varying impacts of cultural values and customs when they propose the same 
solutions — bans and restrictions — everywhere. 

The findings reported here deal mainly with juvenile smoking initiation, 
and do not investigate factors accounting for the continuation of smoking 
behaviour. Only additional research can explain the latter but, meanwhile, 
the Children’s Research Unit’s study can be considered to have thoroughly 
investigated factors influencing the initiation of smoking by youngsters on a 
cross-national basis. 

In my editorial role, I have asked the authors of this report to clarify their 
methods and findings, and to limit their interpretations to what can be 
reasonably inferred from the data. As such, the following study provides 
valuable evidence for researchers, policy-makers, advertising practitioners 
and concerned citizens. 


J.J. Boddewyn 

Professor of Marketing/ International Business 
Baruch College, City University of New York 
17 Lexington Avenue, New York 10010, USA 
Tel. (212) 725-3295 
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5. KEY FINDINGS 


1. Table 1 reveals the proportions of 7-15 year old children smoking at all, 
which were found to be similar among the countries surveyed, the 
exception being Hong Kong where smoking was less common, despite 
the absence of almost all tobacco advertising controls in that country. 


Table 1 OVERALL SMOKING BEHAVIOUR 

INTERNATIONAL DATA - PERCENTAGES GIV’fNG THIS ANSWER FROM FULL SAMPLE AGED 7-15 YEARS 



Australia 

C) 

Norway 

Spain 

Hong 

Kong 

Total in numbers 

998 

998 

1016 

1003 

Never 

&B 56% 

^ 5 4 To 

1 51° o 

I 

Once 

r 

r 

34 % 

|?% 

Used to 

9% 

1 5% 


1 1% 

Occasional 

| 6% 

1 5% 

| 3% 

- 

Regular 

| 5% 

10% 

1 4% 

■ 1% 

No Answer 

11% 

| 2% 

| 2% 

■ 1% 


(*) 7-16 year olds were interviewed in Australia. 


2. Where data are compared between 11-15 year-olds in all countries, 
including the UK/OPCS studies, these patterns remain constant, with 
the incidence in Hong Kong markedly lower than elsewhere (see Table 2). 


8 


po 

tn 

o 

00 

o 

00 

N* 


Source: https://www.industrydocuments.ucsf.edu/docs/tyhlOOOO 




3. 


BASIC RESEARCH 
APPROACH 


The programme of research reported here has involved independent 
research investigations in four countries, conducted during 1984 (Austra¬ 
lia), 1985 (Norway) and 1986 (Spain and Hong Kong). This research 
programme has attempted to investigate comprehensively juvenile smoking 
initiation, with particular attention being given to the role of advertising. 

Approximately 1000 interviews were conducted in each one of these four 
countries with male and female respondents aged 7-15/16 years, according 
to a quota sample. All interviews were conducted personally and in-home, 
with parental permission and the willing participation of the child (see 
Appendices C and E for further details). 

First of all, it was important to apply a reliable estimator of smoking 
prevalence so that countries with varying policies towards tobacco advertis¬ 
ing control could be meaningfully compared. CRU therefore decided to 
apply Bewley’s Smoking Prevalence Estimator (see Appendix D), widely 
accepted in this field, throughout this international research project. Since 
the UK Office of Population Censuses and Surveys (OPCS) studies (Dobbs 
& Marsh 1, 2*) had also applied Bewley’s modified estimator in 1982 and 
1984, this enabled comparisons to be made between data from the United 
Kingdom (OPCS) and other countries (CRU studies). 

Four countries were chosen as providing important comparisons in 
relation to the degree of media exposure allowed for tobacco advertising at 
the time of the survey: 

1. AUSTRALIA was selected as having similar voluntary agreements to 
those in the United Kingdom as far as restrictions on tobacco advertising 
are concerned. 

2. NORWAY was chosen because there has been a total ban on tobacco 
advertising in force since 1975. 

3. SPAIN and 

4. HONG KONG were selected to provide further contrasts in that tobac¬ 
co advertising was permitted across all media in these two countries. 


* The numbers in parentheses refer to entries in the Bibliography (Appendix H) at the end of 
this report. 
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6 . 


THE PREVALENCE 
OF SMOKING 


In Tables 1 and 2, information is given for the total sample (7-15 years) 
and for 11-15 year-olds only, the latter being comparable with the United 
Kingdom surveys. 

For 11-15 year-olds in every country, with the exception of Hong Kong, 
the position was similar: about half said that they had never smoked, and 
between one fifth and two fifths said that they had tried once and never 
again. Bearing in mind that it is between these two groups (those who had 
never smoked and those who had tried once and never again) that all 
United Kingdom adjustment was made (see Appendix D), three out of four 
children aged between 11 and 15 years had never smoked more than once. 

On the other hand, in all countries, between less than one in ten and 
approximately one in seven — lowest in Spain (7%), highest in Scotland 
(16%) and Norway (13%) —said that they were now regular smokers, that 
is, smoked at least one cigarette a week (see Appendix D for a definition of 
“regular smoker”). 

Hong Kong, however, differs dramatically from all the other countries 
studied, in that the proportion of children who smoked — despite less 
stringent advertising controls than elsewhere — is lower than anywhere else, 
yet confirms almost all the remaining findings. In Hong Kong, only 3% of 
children aged 11-15 reported that they were regular smokers, against 85% 
who said that they had never even had a single puff. 

Part of this difference is undoubtedly due to social factors. In Hong 
Kong, and nowhere else, there was a major variation between the smoking 
habits of boys and girls. Looking at all those who have ever smoked: 

• In England, for every 100 boys, there were 95 girls who had ever smoked. 

• Ifi Wales, for every 100 boys, there were 102 girls who had ever smoked. 

• In Scotland, for every 100 boys, there were 100 girls who had ever 
smoked. 

• In Australia, for every 100 boys, there were 100 girls who had ever 
smoked. 

• In Norway, for every 100 boys, there were 73 girls who had ever smoked. 

• In Spain, for every 100 boys, there were 73 girls who had ever smoked. 
But, 

• In Hong Kong, for every 100 boys, there were 42 girls who had ever 
smoked. 
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This sex difference is also reflected in the smoking habits of parents, as we 
shall soon see. 

Naturally, there is a progression upwards , the older the child becomes. 
This increase is governed by a number of factors: as the child becomes older, 
adult aspirations and identification with adults increase, the child’s peer 
group widens and includes peers with a greater variety of behaviour pat¬ 
terns, the child’s mobility and spending power increase, and the age for 
legal purchase of the product approaches. Taking the two age extremes on 
which information is available in all countries (11 year-olds against 15 year- 
olds), we find the following patterns for those smoking one or more ciga¬ 
rettes a week: > 

SMOKING ONE OR MORE CIGARETTES A WEEK 



At 11 

At 15 

England 

1% 

28% 

Wales 

1 

23 

Scotland 

3 

32 

Australia 

K*) 

19 

Norway 

0 

36 

Spain 

1 

27 

Hong Kong 

0 

11 


(*) 11/12 year-olds. 

It is worth noting the higher incidence of smoking in Norway where a 
tobacco-advertising ban has been in operation since 1975. Hong Kong has 
far fewer smokers at age 15, as does Australia. Even at 15, however, there is 
no country where children/young people have reached the smoking levels 
of their parents, as shown below: 


PERCENTAGES OF PERCENTAGES OF ALL CHILDREN 
15-YEAR-OLDS SAMPLES REPORTING THAT 

SMOKING THIS PARENT SMOKED(*) 




Father 

Mother 

England 

28% 

44% 

37% 

Wales 

23 

47 

43 

Scotland 

32 

50 

48 

Australia 

19 

40 

34 

Norway 

36 

51 

46 

Spain 

27 

69 

32 

Hong Kong 

11 

44 

4 


(*)l1-15 year-olds in the United Kingdom 
7-/(5 year-olds in Australia 
7-15 year-olds in Hong Kong, Spain and Norway 
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One final point: for the sake of simplicity in reporting these data, we have 
considered all smoking as equal, whether the number smoked per week is 
one or forty, or even more.The classifications used in all surveys allowed for 
this aspect, and more detailed breakdowns are shown in the following table: 

11-15 YEAR-OLDS : 

PERCENTAGES SMOKING TOTAL PERCENTAGES 
THIS NUMBER OF OF 11-15 YEAR-OLDS 

CIGARETTES PER WEEK SMOKING 



1-6 

7-39 

40+ 


England 

3% 

7% 

3% 

13% 

Wales 

3 

6 

2 

11 

Scotland 

4 

9 

4 

16 

Australia 

3 

4 

2 ' 

9 

Norway 

4 

6 

3 

13 

Spain 

3 

3 

1 

7 

Note: Hong Kong figures 

were too low to be broken down. 



Again, the similarity is obvious, except for Spain. In most countries, 
there are similar lower proportions at the two extremes — less than seven 
cigarettes a week, or more than forty. The middle-of-the-road group is 
usually about twice the size of either of these groups. 

These findings suggest that, irrespective of advertising restrictions, the 
amount smoked in each country appears to be independent of the variation 
in advertising controls although one argument advanced for such govern¬ 
ment restrictions has been that they influence not thefact but the amount of 
smoking. 
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7. THE DIRECT IMPACT 
OF ADVERTISING 
ON JUVENILE SMOKING 
INITIATION 


The extent to which “outside messages” from the tobacco industry have 
made their mark on the young can only be considered against the smoking 
patterns described above. The four country surveys revealed that the major 
— indeed the overwhelming — influence on the start of smoking behaviour 
among young people was the related behaviour of friends and family, and 
that this is almost identical in all the countries studied. 

In all surveys outside the United Kingdom, direct questions were asked 
about potential influences. In Norway, Spain, Australia and Hong Kong, 
children were shown a list of items which might have influenced them(*). 
Their answers with regard to what might have influenced them most are 
discussed in greater detail in the next section, but what is shown below are 
references to advertising as prompted responses (i.e. from a proposed list): 

PERCENTAGES IN THESE COUNTRIES 
SAYING THAT, IN STARTING TO SMOKE, 
ADVERTISING WAS: 


Norway 
Spain 

Hong Kong 

In Australia, no boys and 1 % of girls answered “advertising” in reply to a 
differently phrased but similar question (see bottom of Table 3 on page 16). 

Few adults believe that they are ever directly influenced by advertising. 
However, there is a good deal of evidence (3,4, 5, 6) that children are less 
likely to be coy or self-deceiving in this respect — certainly, in the case of 
many other products, they will happily admit to advertising pressure. In 
such a context — indeed even if we do assume that children are as reticent as 
adults —, the similar very low percentages reported in the above table imply 
little advertising influence, compared to other factors. 


First Most Important Reason 

0% 

0 


(*) Respondents were shown a list of possible 
page 16). 


reasons for starting to smoke (see Table 3 on 
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As this study concentrated on investigating tobacco issues, there was 
insufficient scope for similarly investigating other products such as alcohol 
and confectionery. However, in order to put the tobacco results into 
context, respondents were questioned about their brand awareness of 
cigarettes, alcohol and confectionery (interpreted respectively as “beer” and 
“chocolate”). The exception was Australia where advertising awareness 
about these other products was not covered. The findings were as follows: 

• In Norway (where there is no advertising of cigarettes), 70% mentioned 
the leading brand of cigarette, against 71% who mentioned the leading 
brand of chocolate, and 77% the leading brand of beer. 

• In Spain, the pattern was quite different, with 77% mentioning the 
leading brand of cigarette, 63% the leading brand of chocolate, and 49% 
the leading brand of beer. 

• In Hong Kong, 77% mentioned the leading brand of cigarette, 87% the 
leading brand of chocolate, and 91% the leading brand of beer. 

• In Australia, at least 87% said that they had seen cigarette advertising, 
but as the full Australian report comments: “Awareness, then, of cig¬ 
arette advertising was high amongst all age groups. This finding essen¬ 
tially reflects children’s awareness of many adult products — for 
example, kettles, soap powder, petfood, etc. — rather than a motivation 
to purchase these products.” 

In other words, brand awareness of cigarettes is quite high in all the 
countries surveyed, irrespective of whether advertising is allowed or not. 
This is also true regarding non-tobacco products and even those which the 
young do not use (for example, kettles, petfoods and detergents). 

Other parts of this report suggest that such cigarette brand awareness is 
picked up from family, friends and other people when cigarette advertising 
is not allowed. However, the fact that cigarette brand awareness is high, 
even in countries with no advertising, is related to the industry’s argument 
that the purpose of cigarette advertising is to induce brand switching — not 
ju^t brand awareness which constitutes only the initial step, and can be 
generated through means other than advertising. 
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8. STARTING TO SMOKE 


The cross-national pattern is one of remarkable consistency in the pro¬ 
portion of children who smoke, and in the extent to which they smoke. 
H owever, what are the influences which seem to be at work in starting them 
to smoke? As CRU’s research experience with children has shown them to 
be highly aware of brands and advertising in different markets, regardless of 
product usage, this international study set out to consider children's own 
views of the ways in which they came to smoke in the first place. The impact 
of advertising as an initiating factor was included in this framework. 

The conclusions which emerge from this international survey will cause 
little surprise, at least in the central theme. On the one hand, there is the 
daredevil approach to the first puff; on the other, there is the influence of 
friends and schoolmates, and of family. They are largely “common-sensical” 
and corroborate several national studies (see Appendix G), although in a 
comparative and comparable manner, and in the context of varying degrees 
of tobacco advertising control. 

In this research project, questions were asked on the circumstances of the 
first smoke. Results of “why” and “with whom” are given in Tables 3 and 4. 
Unfortunately, there are no UK data on “why,” but a generally comparable 
question was asked in all countries outside the United Kingdom. For this 
purpose, a list of possible reasons was shown to all respondents to the CRU 
surveys, and a further one was asked on where the first cigarette was 
smoked. 

In all countries, hardly surprisingly, among reasons given, “To see what it 
was like” came in first place, followed by variations on the theme of 
conformity (19% in Australia said that all their friends smoked; the same 
proportion in Spain said that someone gave them one) or of daredevilry 
(38% gave this answer in Hong Kong, 7% in Australia and 4% in Norway). 

Greater interest probably lies in Table 4 which presents answers to the 
question: “With whom?” Certain cultural differences were" apparent al¬ 
though detailed examination of these was not possible within the scope of 
the studies conducted. However, a couple of the most obvious differences 
can be explained by the fact that, in Spain, it is the local wedding custom for 
children to be given a quick puff of a cigarette, to indicate adulthood. This 
would account for the very different pattern in Spain — not merely the high 
proportion given cigarettes (referred to in the above paragraph), but also the 
far higher percentage (31 %) who referred to a special occasion (see Table 3). 
This was a category added for Spain alone, and not enquired about 
elsewhere. 

rs, 15 
in 

__ o 

CO 

o 

■Nj 

CO 

"0 


Source: https://www.ii Jstrydocuments.ucsf.edu/docs/tyhlOOOO 



Table 3 STARTING TO SMOKE 


ANSWERS GIVEN TO 1 ‘ROMITED REASONS FOR STARTING TO SMOKE - FIRST MENTIONS 



United 

Kingdom 

Australia 

NorwayH | Spain(*) j Hong Kong 
First Most Important Reason 

Total in numbers of those who have ever smoked 

No 

Comparable 

Question 


483 


491 

94 

To see what it was like 



1 

r 

64% 

^35% 


All my friends smoked 


p 

■ 6% 

| 5% 

h 

Someone gave me one 


j 5 

9<* 

^ 19% 


For a dare 



| 4% 

0% 

||m 

I just found one 


h 

| 4% 

0% 

|2% 

I was bullied 


1 4% 

■ 1% 

1% 

- 

Parents made me 


13% 

N/A 

N/A 

N/A 

I saw an advertisement 


■ 1% 

0% 

0% 

■ 1% 

Because parents smoke 


11% 

N/A 

N/A 

N/A 

Tried to look tough 


N/A 

B 

11% 1 

11% 

■ 1% 

Tried to show off 


N/A 

1 2% | 

| 2% 

- 

Tried to look grown up 


N/A 

ll% 

| 3% 

- 

Special occasion 


N/A 

N/A 

^ 31% 

N/A 


(*) Question Wordings: 

Australia : “Can you remember when you tried the first cigarette? Was it for any 

of these reasons?” 


Norway, Spain 

and Hong Kong : “These are some (other) reasons that people have given us as to why 
they tried their first cigarette. I would like you to look through them 
and decide if any of them had any part in your trying a cigarette. Tell 
me which was the most important reason...” 
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Table 4 


STARTING TO SMOKE 


OTHERS PRESENT AT TIME OF FIRST SMOKEf) 



Question wording in United Kingdom: “Who were you with, the first time you tried smoking 
a cigarette?” Almost identical wordings were used elsewhere, except that precoding allowed 
for “one friend” against “more than one friend.” 


(*) United Kingdom figures concern children aged 11 upwards; all others concern children 
from 7-years upwards. Technically, we are describing an event which took place at a 
specific age, and therefore this difference between the two age groups is irrelevant, 
although it seems very likely that the higher percentages mentioning father and mother 
outside the United Kingdom reflect more recent recall by younger smokers. 

(**) Totals add up to more than 100% because several answers were allowed. 
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Similar variations spilled into answers given on environments and loca¬ 
tions. Clearly, we would expect that the most common environment for the 
first puff would be with friends and peer groups: with one exception, this 
proved to be the case. The exception, once again, is Spain where “others in 
family”, “father” and “mother” score more heavily, again stressing the 
special occasion already mentioned. However, in all countries whether, 
“hole-in-the-corner” or flagrantly open, the first smoke with friends seems 
to be a form of initiation ceremony, something which makes the smoker 
more like an adult. 

Table 4 has much more to tell us. Except in Hong Kong, less than one in 
ten youngsters first practised on their own; but a far higher proportion than 
this — between a fifth and just over a third — started in the company of 
someone in their family. Indeed, an additional question, asking where the 
child was at the time of first trial, shows that the proportions saying they 
started within their own home were as follows: 

FIRST CIGARETTE TRIAL AT HOME 


IMS Years 


England 

15% 

Wales 

12 

Scotland 

12 

7-15 Years 


Australia (7-16 years) 

38% 

Norway 

29 

Spain 

26<*) 

Hong Kong 

55 


(*) “Special occasions” in Spain usually occur outside of the home. 


Perhaps because of question wording or question positioning in the 
surveys (although reasons are not clear), United Kingdom figures are far 
lower than elsewhere, but still remain substantial. 

.All this clearly highlights the importance of parental attitudes. The UK 
Government/OPCS study conducted in 1984 by Dobbs and Marsh stated 
that: “A number of studies have suggested that the development of children’s 
smoking experience is influenced by the smoking behaviour of their parents 
and siblings. The additional 1984 questionnaire therefore included a ques¬ 
tion about the smoking behaviour of pupils’ families.” 
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This 1984 OPCS study goes on to report the proportions of family 
smoking, and shows how they compare with other data. It then comments 
that: “The survey shows that pupils who smoked were more likely to live 
among smokers. In England and Wales, for example, only 18% of pupils 
who were regular smokers, and 22% who were occasional smokers, said that 
no one at home smoked, compared with 46% of pupils who have never 
smoked. The proportions of pupils whose fathers smoked rose from 39% of 
those who had never smoked, through 46% of those who had tried smoking 
once and 46% of those who used to smoke, to 50% of occasional smokers 
and 52% of regular smokers. The proportions of pupils with mothers, sisters 
or brothers who smoked followed a similar pattern: in each case, the pro¬ 
portion rose with the smoking experience of the pupils, sometimes substan¬ 
tially. For example, in England and Wales, only 7% of pupils who had never 
smoked had a brother at home who smoked, compared with 33% of pupils 
who smoked regularly. In Scotland, there was less variation in the propor¬ 
tion of pupils with mothers or fathers who smoked; the only significant 
differences were between regular smokers and all other smokers.” 

This has been quoted at some length from the United Kingdom survey 
since, in other countries, the pattern is almost identical. It is not possible to 
make exact comparisons, but Table 5 shows the close similarities in the key 
groups: 


Table 5 

SMOKING BEHAVIOUR OF THOSE 
WITHOUT SMOKERS IN HOUSEHOLD 



England* 

Wales* 

Scotland* 

Austra¬ 

lia*** 

Norway** 

Spain** Hong 
Kong** 

Never smoked 

46% 

39% 

33% 

47% 

N/A 

21%' 

34% 

Tried once 

33 

31 

26 

33 

N/A 

17 


Used to smoke 

29 

26 

27 

31 

N/A 

9 

16% 

Occasional smoker 

22 

27 

18 

28 

N/A 

6 


Regular smoker 

18 

10 

10 

18 

N/A 

7 



* = 11 -15 year-olds 
** = 7-15 year-olds 
*** = 7-16 year-olds 


Thus, as already quoted, less than one in five of regular smokers in 
England came from households where there were no other smokers, and the 
proportion dropped to only one in ten in Wales and Scotland. In Spain, it 
was less than one in ten, and in Hong Kong far less. Of the countries studied 
by CRU, the highest proportion of juvenile regular smokers coming from 
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households where there were no other smokers was in Australia (equal to 
the United Kingdom). Even there, they still numbered less than one. in five 
of the smoking group — not more than one fifth, in other words, have 
automatically to turn to “other reasons” for smoking. 

Altogether, whatever the nature of tobacco controls in the countries 
studied, young people are three times as likely to smoke when they live in a 
household where anybody smokes as they are in a household where there 
are no smokers at all. 

Children are exposed to many different influences such as the authority 
of parents and the comradeship and rivalry of siblings and/or peers. For 
instance, in the United Kingdom, it is very clear that the habits of brothers 
and sisters are of more importance than those of parents, the latter inevita¬ 
bly playing a larger role in one-child households (and, in consequence, 
presumably playing that role in every household, as far as the firstborn is 
concerned). 

A note is relevant here on Hong Kong. Among all those interviewed (that 
is, the total sample of 1003 respondents), 44% said that their father smoked 
— an identical proportion to those in England — and 55% said that they 
came from a family where somebody smoked, compared with 65% in 
England. However, whereas in England 37% reported that their mother 
smoked, only 4% gave this answer in Hong Kong. In other words, it would 
appear from the very small numbers of children and mothers smoking in 
Hong Kong, that the maternal role is critical in juvenile smoking initiation 
in that country. 
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APPENDIX A 

BACKGROUND TO 

THE CHILDREN S RESEARCH UNIT (CRU) 


The Children’s Research Unit is a London-based market research com¬ 
pany specialising in research with children and young people in the United 
Kingdom and internationally. It was set up in 1972 by Glen Smith, a 
child psychologist, who is a full member of the British Market Research 
Society. CRU has played a leading role in developing the field of children’s 
research in the United Kingdom and abroad, by applying modifications of 
established clinical procedures for obtaining information from children and 
young people. 

Studies have been conducted in a wide variety of areas such as town 
planning (play facilities), road safety, career guidance, drug abuse, toys and 
games, computers and software, magazines and comics, food and drink, TV 
programmes, and advertising in all media. 

CRU regularly disseminates information concerning its research findings 
about a wide variety of markets, via the international conference circuit and 
professional publications. In addition, CRU is frequently consulted by the 
media (television, press and radio) regarding children’s reactions to adver¬ 
tising, their consumer behaviour patterns, interests/lifestyles, and other 
issues. Channel 4 Television (London) recently filmed a session at CRU’s 
headquarters where children were being interviewed about television adver¬ 
tising. 

CRU’s clients include major manufacturers, advertisers, professional 
and trade associations, media groups, government units (the UK Central 
Office of Information - road safety; and the European Parliament - anti-drug 
campaigns), banks, film companies, television groups and publishing 
houses. 

In addition to carrying out research on a national and international scale, 
the company also conducts research at its Observation Studio, with a 
two-way mirror facility, and at its Electronic Research Laboratory. CRU 
also runs a regular children’s panel. 
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APPENDIX B 

INTERVIEWING CHILDREN : GENERAL COMMENTS 


In children’s research, CRU is frequently asked the question: “At what 
age can children be considered ‘reliable’ research respondents?” Since a wide 
range of individual differences can be found whenever children are grouped 
in chronological-age levels, answers to such a question can only be couched 
in general terms. 

Overall, CRU’s policy (dictated by past experience) is to interview 
children from a minimum age of 5 years. Clearly, due to the 5-year-old’s lack 
of conceptual development, interview exchanges have to be short, to the 
point and carefully structured, in order to allow the child freedom of 
response. Children under the age of 5 years are more productively assessed 
using direct observation methods, as applied in the company’s two-way- 
mirror Observation Studio. 

It is of fundamental importance to any research programme involving 
children to utilise rapport-building techniques which aim to establish rap¬ 
port between the interviewer and the child as early as possible in the 
interview situation. Unless the child is particularly sophisticated, there is a 
strong tendency in adult/child interview settings for the child to behave in 
approval-seeking terms, when confronted by an unfamiliar adult. This can 
induce the child to respond in a manner which he/she considers the 
interviewer wants to see/hear. If this attitude prevails, the interview 
becomes worthless. 

In order to prevent this happening, CRU interviewers convey to the child 
at an early point in the interview that it is primarily what he/she thinks/feels 
about the subject under discussion which is important, and, as such, there 
are no “right” or “wrong” answers when evaluative questions are posed. The 
interviewer communicates this also at selected intervals during the inter¬ 
view, to serve as reinforcement and/or as a confidence-building technique. 
We have found that this usually produces honest responses from children 
who, in many cases, are often unaccustomed to the experience of meeting an 
unfamiliar adult who is interested in their views. 

Location 

The choice of interview setting can also enhance rapport. For an investi¬ 
gation of this nature and complexity, CRU has found that school settings 
are not conducive to investigating complex or controversial areas, given the 
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APPENDIX C 

CRU’S RESEARCH METHODS USED IN THIS STUDY 


In the first instance, exploratory qualitative research was conducted in 
each country, in order to identify the key attitudes of respondents to 
smoking issues. A Master Questionnaire was then drawn up, for quantifica¬ 
tion purposes. The main topics covered in the questionnaire are noted in 
Appendix E. 

Approximately 1000 respondents between the ages of 7 and 15/16 years 
were personally interviewed in each of the four countries directly surveyed 
by CRU. Children and young people were recruited via a quota sample 
(where selection requirements such as age and sex were pre-determined), 
and individual interviews were conducted in home. All interviews were con¬ 
ducted with the permission of a parent and the willing participation of the 
child, although in strict confidence and in the absence of either parent. 

Since identical interviewing procedures were adopted in each country, 
the samples interviewed were broadly comparable. Leading research agen¬ 
cies conducted the interviews in their country of origin underdose supervi¬ 
sion from CRU’s directors. 

The Research Rationale 

1. Market Selection 

In addition to tobacco, CRU selected two extra markets, alcohol and 
confectionery (interpreted as “beer” and “chocolate”) in order to provide 
product comparisons in the four countries surveyed. However, to restrict 
quantitative interviews to manageable lengths, comparable questions about 
these three products (tobacco, alcohol and confectionery) were only asked 
about brand and advertising awareness, including the sources of awareness. 
The bulk/remainder of the questionnaire concentrated on investigating 
cigarette/tobacco issues exclusively. 

2. Application of Distancing Techniques 

CRU used a distancing technique for obtaining each child’s attitudes and 
behaviour patterns in relation to smoking/ non-smoking as follows. The 
interview first focussed on parental behaviour, then siblings and friends , 
and finally on the respondent him/herself. In this way, by talking firstly 
about other people’s behaviour in a non-judgemental manner, rapport was 
built up between interviewer and respondent, and the child became approp¬ 
riately more relaxed and confident when reporting on his/her own behav¬ 
iour. 
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p APPENDIX D 

f • SMOKING FREQUENCY 

| 

f 

[ In the 1982 and 1984 United Kingdom Government Surveys conducted 

1 by Dobbs and Marsh, a preliminary question asked all children to check the 

i ' alternative from those listed below, which they felt best described their 

| position: (*) 


Statements 

I have never smoked 
I have only tried smoking once 
I used to smoke sometimes, but I never smoke 
a cigarette now 

I sometimes smoke cigarettes now, but I don’t 
smoke as many as one a week 
I usually smoke between one and six cigarettes 
a week 

I usually smoke more than six cigarettes a 
week, but less than forty 
I usually smoke forty or more cigarettes a 
week 


To consider “Less than 6 cigarettes a week” as amounting to “Smokes 
regularly” may seem strange. It must be considered, however, that obtaining 
cigarettes and smoking them is much more difficult for juveniles than for 
adults, so that a small number of cigarettes smoked amounts to “regularly” 
as far as children are concerned. 

In later parts of the interview, further questions were asked which could, 
at the analysis stage, be cross-checked against the original statements. For 
example, some of those who originally said that they never smoked, subse¬ 
quently admitted to having tried once or twice. In the final data, the 
adjusted figures were used. 

It is important to stress the care which was taken by the UK Government 
study to ensure that the statements measured the real level of incidence. 


Abbreviations for Classification 

“Never smoked” 

“Tried once” 

“Used to smoke” 

“Smokes occasionally” 

“Smokes regularly” 

“Smokes regularly” 

“Smokes regularly” 


(*) These classifications can be found in: Bewley B.R. and Bland J.M. 
“Academic and social factors related to cigarette smoking by schoolchild¬ 
ren.” British Journal of Preventive and Social Medicine, 1977, 31 : 18-24 
(54). 
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APPENDIX E 

OUTLINE INFORMATION ABOUT SURVEYS 



DATE 

AGENCY 

METHOD 

SIZE 

ES9HH 

UNITED KINGDOM 
England (b) 

1984 

Office of 
Population 
Censuses & 
Surveys 

Written questions: at school 

3658 

11-15 

Wales 

1984 

- 

* 

2773 

11-15 

Scotland 

1984 

- 

44 U 

2798 

11-15 

AUSTRALIA 

1984 

Children's 

Research 

Unit 

Personal: at home 

998 

7-16 

NORWAY 

1985 

44 

u 

998 

7-15 

SPAIN 

1986 

U 

u 

1016 

7-15 

HONG KONG 

1986 

- 

- 

1003 

7-15 


Notes: (a) in ail surveys, both boys and girls participated, 
(b) Technically England-and-Wales: see note in text. 


MAIN TOPICS COVERED IN SURVEYS 



Smoking Patterns 

Factors Affecting 
the Start 
of Smoking 

Attitudes toward 
Smoking 

Advertising 

Awareness 

United Kingdom 

X 

X 

X 

— 

Australia 

X 

X 

X 

X 

Norway 

X 

X 

— 

X (c) 

Spain 

X 

X 

— 

X (c) 

Hong Kong 

X 

X 

— 

X (c) 


(c)There were some questions on brand awareness. 
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QUESTION EXAMPLES 

How old were you when you tried that first cigarette?(CIRCLE APPROPRIATE 
CODE) 


5 YEARS OR UNDER 

1 

6 YEARS 

2 

7 YEARS 

3 

8 YEARS 

4 

9 YEARS 

5 

10 YEARS 

6 

11 YEARS 

7 

12 YEARS 

8 

13 YEARS 

9 

14 YEARS 

V 

15 YEARS 

X 


Where were you when you tried it? 


And where did you get that first cigarette from? (PROBE FULLY) 


These are some other reasons that people have given us as to why they tried their 
first cigarette. I would like you to look through them, and decide if any of them had 
any part in your trying a cigarette. Tell me, which was the most important reason? 


(SHOW PROMPT CARD) (PROBE: ANY OTHER REASONS?) 


I TRIED IT FOR A DARE 


BECAUSE ALL MY FRIENDS SMOKED 


SOMEONE GAVE ME ONE 


I WAS BULLIED 


I’D SEEN ADVERTISING FOR CIGARETTES 


I JUST FOUND ONE 


I WANTED TO SEE WHAT IT WAS LIKE _ 


I TRIED IT TO LOOK TOUGH _ 


I TRIED IT TO LOOK GROWN-UP 


1 TRIED IT TO SHOW OFF 



L 
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APPENDIX D 

SMOKING FREQUENCY 


In the 1982 and 1984 United Kingdom Government Surveys conducted 
by Dobbs and Marsh, a preliminary question asked all children to check the 
alternative from those listed below, which they felt best described their 
position: (*) 


Statements 


Abbreviations for Classification 


I have never smoked 
I have only tried smoking once 
I used to smoke sometimes, but I never smoke 
a cigarette now 

I sometimes smoke cigarettes now, but I don’t 
smoke as many as one a week 
I usually smoke between one and six cigarettes 
a week 

I usually smoke more than six cigarettes a 
week, but less than forty 
I usually smoke forty or more cigarettes a 
week 


“Never smoked” 

“Tried once” 

“Used to smoke” 

“Smokes occasionally” 

“Smokes regularly” 

“Smokes regularly” 

“Smokes regularly” 


To consider “Less than 6 cigarettes a week” as amounting to “Smokes 
regularly” may seem strange. It must be considered, however, that obtaining 
cigarettes and smoking them is much more difficult for juveniles than for 
adults, so that a small number of cigarettes smoked amounts to “regularly” 
as far as children are concerned. 

In later parts of the interview, further questions were asked which could, 
at the analysis stage, be cross-checked against the original statements. For 
example, some of those who originally said that they never smoked, subse¬ 
quently admitted to having tried once or twice. In the final data, the 
adjusted figures were used. 

It is important to stress the care which was taken by the U K Government 
study to ensure that the statements measured the real level of incidence. 


(*) These classifications can be found in: Bewley B.R. and Bland J.M. 
“Academic and social factors related to cigarette smoking by schoolchild¬ 
ren.” British Journal of Preventive and Social Medicine, 1977, 31 : 18-24 
(54). 
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However, the effects of these adjustments were small, as can be illustrated 
from the UK study from 1984: 


ADJUSTMENT 



BEFORE 

AFTER 

Has never smoked 

50% 

45% 

Tried once 

19 

24 

Used to smoke 

13 

13 

Smokes occasionally 

5 

6 

Smokes regularly 

13 

13 


Note: The official report refers to this part of the survey as England and Wales since 
certain Welsh schools were included to provide comparability with the 1982 study. For 
ease of reading throughout this report, it is referred to as “England.” 


The OPCS’s application of Bewley’s Smoking Prevalence Indicator be¬ 
came a central part of CRU’s planning of surveys in other countries. It was 
therefore repeated exactly in the children-and-smoking surveys reported 
here. 
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APPENDIX E 

OUTLINE INFORMATION ABOUT SURVEYS 



DATE 

AGENCY 

METHOD 

SIZE 

AGE 

RANGES (a) 

UNITED KINGDOM 
England (b) 

1984 

Office of 
Population 
Censuses & 
Surveys 

Written questions: at school 

3658 

11-15 

Wales 

1984 

- 


2773 

11-15 

Scotland 

1984 

* 


2798 

11-15 

AUSTRALIA 

1984 

Children’s 

Research 

Unit 

Personal: at home 

998 

7-16 

NORWAY 

1985 

- 


998 

7-15 

SPAIN 

1986 

* 

* 

1016 

7-15 

HONG KONG 

1986 

: - 


1003 

7-15 


Notes: (a) In all surveys, both boys and girls participated, 
(b) Technically England-and-Wales: see note in text. 


MAIN TOPICS COVERED IN SURVEYS 



Smoking Patterns 

Factors Affecting 
the Start 
of Smoking 

Attitudes toward 
Smoking 

Advertising 

Awareness 

United Kingdom 

X 

X 

X 

— 

Australia 

X 

X 

X 

X 

Norway 

X 

X 

— 

X (c) 

Spain 

X 

X 

— 

X (c) 

Hong Kong 

X 

X 

— 

X (c) 


(c)There were some questions on brand awareness. 
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COMPARISON OF RESTRICTIONS ON TOBACCO ADVERTISING IN COUNTRIES COVERED BY REPORT 


I £ 

fr9££l080S2! 


POINT-OF- 


COUNTRY 

TELEVISION 

RADIO 

CINEMA 

PRESS 

SPONSORSHIP 

POSTERS 

SALE 

ADVERTISING 

AUSTRALIA 

Cigarette and roll- 
your-own 
advertising 
prohibited since 
1976 

Cigarette and roll- 
your-own 
advertising 
prohibited since 
1976 

No ads in 

children's 

programmes and 

general 

programmes 

during school 

holidays 

No specific 
restrictions for 
tobacco 

No specific 
restrictions for 
tobacco 

No specific 
restrictions for 
tobacco 

No specific 
restrictions for 
tobacco 

HONC KONG 

No tobacco ads 
4.30 - 6.30 p.m. or 
in programmes 
directed at young 
people 

Restriction as for 
TV, except no 
4.30-6.30 p.m. 
broadcasting ban. 
Regulated by TV 
authority 

No specific 
restrictions for 
tobacco 

No specific 
restrictions for 
tobacco 

No specific 
restrictions for 
tobacco 

No specific 
restrictions for 
tobacco 

No specific 
restrictions for 
tobacco 

UNITED 

KINGDOM 

No cigarette or 
roll-your-own 
advertising 
permitted 

No cigarette or 
roll-your-own 
advertising 
permitted 

Voluntary 
controls. No 
cinema 

advertising (*) 

Voluntary 
agreements on 
tobacco 

advertising since 
1975 

Voluntary 
restrictions since 
1977 on 
expenditures, 
messages, health 
warnings, etc. 

Voluntary 
restrictions on 
expenditures and 
sites near schools 

No specific 
restrictions for 
tobacco 

SPAIN 

Restrictions 
include no ads for 
high-tar brands. 

No ads before 

9.30 p.m. 

Restricted as for 
TV. 

Exception for 
new low-tar 
brands for 2 years 
after introduction 

Unrestricted 
except for 
Catalonia 

No specific 
restrictions for 
tobacco 

No specific 
restrictions for 
tobacco 

Restrictions for 
tobacco. No 
posters in 
Catalonia 

Advertising only 
allowed for 
domestic brands 

NORWAY 

No tobacco 
advertising 
permitted 

No tobacco 
advertising 
permitted 

No tobacco 
advertising 
permitted 

No tobacco 
advertising 
permitted 

No sponsorship 
permitted 

No tobacco 
advertising 
permitted 

No tobacco 
advertising 
permitted 


(*) Up to I April 1986, advertising was permitted in programmes lor those aged 18 years and over. 
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APPENDIX G 

REVIEW OF THE LITERATURE 


Many single factors have been postulated as to why children and young 
people start to smoke. However, a review of the international literature 
indicates that it is not any one factor but a combination of factors which 
contribute to the decision of whether to smoke or not. 

Social factors , for instance, have been increasingly recognised interna¬ 
tionally as worthy of more detailed examination, and a large number of 
studies have focussed on the association between social-network variables 
and the smoking habits of children and young people (9, 10). Most of the 
scientific literature in this field consistently agrees that social factors repres¬ 
ent by far the most dominant influence as regards starting to smoke (11); 
and this was also the conclusion of studies from the late 1950s when Horn et 
al. (12) rated parental and peer group factors as the two most important 
ones for predicting smoking among high-school students. An early Norwe¬ 
gian study (13) concluded that parental attitudes and peer group pressure 
were of major importance. 

In their comprehensive review of research and theory on the modifica¬ 
tion of smoking behaviour, Leventhal and Cleary (14) state that social 
pressure is a prime initiator of experiments with cigarettes. On the other 
hand, personality factors are hot considered important in predicting the 
start of smoking. Williams (15) maintains that the relationships between 
smoking and personality variables have often been tenuous, and occasional¬ 
ly contradictory. Personality factors appear to influence the amount and 
type of smoking, rather than the actual adoption of the habit, which is 
determined more by the social and familial environments of the person. 

Regarding parental behaviour , a large number of studies confirm that 
the probability that children and young people smoke increases when their 
parents smoke (16,17,18,19,20,21,22,23,24,25,26,27,28,29,30,31,32, 
33,34,35,36,37,38). Some studies conclude that the mother’s example is of 
greater importance than the father’s (39,40,41), whilst two studies claim the 
opposite (42, 43). A few studies did not find any association between 
parental smoking behaviour and the children’s habits (44, 45, 46). Bynner 
(47), in his well-known study of smoking amongst schoolboys, maintains 
that the association between the parent’s and the children’s smoking habits 
is moderate, a conclusion conforming with many of the studies mentioned 
above. Palmer (48) found that girls more than boys are influenced by their 
parents’ habits. Some researchers report that the relation between parental 
and child smoking habits is stronger between father and son than between 
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mother and daughter (49, 50, 51, 52, 53, 54, 55, 56). That mothers’ and 
daughters’ habits are particularly closely related, is reported from two 
studies (57, 58). Horn’s study from 1968 (59) showed that children reduce 
their use of tobacco when their parents stop smoking. 

Attention has also been given to parental attitudes. Several researchers 
have demonstrated that families who are permissive as regards smoking 
generate an increased probability that the children will start smoking (60, 
61,62, 63, 64, 65, 66,67). Williams (68) finds that girls more than boys are 
influenced by parental attitudes. Significant association has also been re¬ 
ported between parents’ permissiveness and children’s smoking behaviour 
(69,70,71). 

The effect of living outside 'the parental home , or with only one of the 
parents, has also been studied. Wake et al. (72) found that young people 
living with their parents smoked less than those living outside the family 
home. Another study concludes that boys leaving their parents at a young 
age are more likely to smoke (73). A high percentage of smokers has been 
found amongst children in homes where the parents are divorced (74, 75). 

Several surveys have focussed on the role of siblings. The conclusions are 
consistent: when sisters or brothers are smokers, the probability that a child 
will start smoking is increased (76, 77, 78, 79, 80, 81,82, 83,84, 85, 86, 87). 
One study has also concluded that sisters’ influence is greater than brothers’ 

, influence (88). Another researcher has maintained that the smoking habits 

| of boys are particularly influenced by their brothers (89), whilst one study 

has confirmed that the association between girls and their sisters’ smoking 
I habits is particularly high (90). 

A near-perfect consistency is found in studies where the smoking habits 
of young people and children have been compared with the smoking habits 
of best friend or closestfriends. When best friend or friends are smoking, the 
f probability of being a smoker is strongly increased (91,92,93,94,95,96,97, 

! 98, 99, 100, 101, 102, 103, 104, 105, 106, 107). 

f Overall, the findings of these studies indicate that children and young 

? people are most likely to smoke when their father, mother, siblings or best 

| friend(s) smoke, and when the parents are permissive towards children’s 

smoking. Within the family, the association seems to be strongest between 
» persons of the same sex. An additional finding from an early study also 

| deserves mention: children smoke less when their parents have stopped 

smoking (108). 

Advertising has been postulated as having a positive bearing on the 
decision of the child or young person to start smoking; and several studies 
have attempted to identify advertising as a major influence in this respect. 
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Fisher and Magnus (109) claim that their survey leaves “little doubt” that 
advertising leads children to take up smoking. However, certain methodo¬ 
logical deficiencies and a sample containing children from “disadvantaged” 
schools (45%) raise serious questions as to the data’s validity. 

Chapman and Fitzgerald (110,111) surveyed secondary schools to ascer¬ 
tain juvenile brand preference and advertising recall, but they did not 
address themselves to the problems of conducting complex and controver¬ 
sial research within schools (refer to Appendix A’s sections on “Location” 
and “Administrator Bias”), and a limited self-completion questionnaire was 
utilised. Notwithstanding, the authors claim that their data show that 
“adolescents are well aware of advertisements,” but also point out that “the 
role played by advertising in the decision to smoke needs refining conceptu¬ 
ally, so that appropriate questions may be asked in research.” 

Ledwith (112) claims that televised sports sponsorship by tobacco 
manufacturers acts as cigarette advertising to children, but acknowledges 
that his study makes no attempt to establish causal links between sponsor¬ 
ship and children’s smoking behaviour. Again, school settings were used, 
plus the inevitable administrator bias of class teachers administering (limit¬ 
ed) self-completion questionnaires to pupils who were not given a free 
choice to participate in the study, the decision to participate being taken by 
the headmaster of the school. 

Overall, studies of advertising as a potential initiator of juvenile smoking 
have not been comprehensive, in that they have not examined advertising in 
the context of other potential influences. They also contain methodological 
deficiencies. None have attempted to examine the incidence of juvenile 
smoking in relation to the varying restrictions on tobacco advertising 
internationally, with the result that no comparable international database 
has been established by previous researchers. 
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THE ROLE OF ADVERTISING 

Advertising can be defined as the paid for communication of information. It is used for a 
variety of purposes, ranging from publicizing the availability of branded or generic 
goods ('drink more milk'), to job recruitment, charity fund-raising and a wide variety 
of other non-commercial purposes. Most advertising is bought in connection with 
selling branded goods and services. 

Advertising does not have an automatic effect. Many advertisements do not 
produce the desired consumer response. Nor does the effectiveness of advertising 
necessarily increase in proportion to the amount spent. 

These conclusions are massively documented in the advertising literature. For 
example, the Proceedings of a recent Marketing Science Institute (US) Conference 
observed: 

How often does it (advertising) work? The findings from split cable tests and 
analyses of scanner data suggest that individual advertising campaigns for 
established brands succeed roughly twenty to thirty per cent of the time.... The 
high percentage of unsuccessful advertising campaigns reflects the difficulty in 
obtaining a change in behaviour from inattentive, cynical customers, especially in 
the absence of a specific, newsworthy message. (July 1988). 

Marketing textbooks illustrate the difficulty facing advertisers by pointing out that a 
great many new brands — most of which are heavily advertised — fail to become 
successful products. The message may be one that the audience does not want to 
hear, in which case it will be ignored. Even when an advertisement features a useful 
and appealing product and is correctly placed, it may still fail to sell the goods as 
intended: for example, if it appears alongside an advertisement for a product known 
by users to offer superior value in terms of price or quality. This is the primary 
reason why a great deal of advertising must inevitably fail (if failure is defined as 
failure to increase the sales of a particular brand). As a prominent marketing 
consultant noted recently: 

The introduction of new types of product may be accelerated by publicity but, in 
general, advertising is about market share within category. My gain is your loss, 
and vice versa. This grim truism must condition everything that is said about 
advertising budgets. (Bloom, 1989.) 

For the purposes of analysis it is useful to define display advertising by reference to 
its purpose. Display advertising (i.e., all advertising other than classified) can be 
broadly divided into two categories which have quite different purposes: 

1. Brand preference advertising. 

2. Display advertising for purposes other than brand preference. 

Brand preference advertising 

Brand preference advertising usually seeks only small changes in consumer 
behaviour. The choice between one brand of toothpaste and another is of little 
consequence for the individual consumer, although in aggregate it is obviously of 
great importance to toothpaste manufacturers. 
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Even though the purchase decision is inconsequential in a market such as 
toothpaste it is nevertheless influenced by many factors. The price of the product in 
relation to competitive products, the quality of the product in relation to 
competitive products as judged from previous purchases, and special promotional 
offers, are three obvious factors which can affect purchase decisions. In short, 
advertising expenditure is just one element among many which may or may not 
influence the customer to choose a particular brand. 

But, crucially, it is unlikely that all campaigns can collectively be successful. Brand 
advertising is primarily competitive in nature. In a new or rapidly expanding market 
it is conceivable, although unlikely, that all brands can be successful; but the 
competitive nature of brand advertising means that in a stable or declining market, 
for every winner there must be a loser. To quote, Andrew Ehrenberg Professor of 
Marketing at the London Business School; 

Most advertising for brands attempts to defend or maintain brand share. Most 
firms view advertising as a price they must pay to stay in the market — a price 
they often try to minimise (1982). 

In a market comprising, for example, three soap or petrol companies with equal 
technological and managerial skills, a company which ceases to advertise is likely to 
find its markets slipping away to its competitors. It is this which explains the 
prevalence of advertising in markets such as petrol where it is obvious that overall 
consumption is unlikely to be affected by brand advertising. It should be noted 
however that there are many brands that have been successful without advertising. 
For example, in the early 1970s: 

Quosh managed to treble its sales to the equivalent of £60m in today's money, . 
without any advertising at all (Bloom, 1989). 

To summarize, the business of advertising and selling goods, even when the purchase 
decision is one of a most trivial kind, is neither simple nor easy. No matter how 
much is spent on brand preference advertising, there is no guarantee of success and 
indeed a considerable risk of failure, a fact of business life. 

Despite the uncertain nature of the success of advertising from the advertiser's 
point of view, there can now be little question that advertising is of immense value 
for the economy as a whole. It acts as a lubricant to mass consumer markets, 
speeding up the transmission of product knowledge, whether this is the launch of a 
new product type (such as the VCR) or simply a new brand of low-tar cigarette. 
Advertising also reduces the cost of transmitting brand information (compared with 
the alternatives available) to the millions of potential customers, thereby reducing 
the cost to the manufacturers of product innovation and new product launches. 

Finally, advertising reduces the cost to the consumer of comparing the prices and 
qualities of products that are on the market. It is cheaper and quicker to leaf through 
the pages of a magazine to compare the virtues and values of the various brands of 
an intended purchase than to visit twenty or thirty different stores. 

Research has made clear that the market systems of the free world are dependent 
for their effectiveness upon the existence of competition, and that the effectiveness 
of competition in mass markets largely depends on the freedom to advertise. 
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To summarize, the role of advertising is a complex one. There are good reasons for 
believing that advertising does not provide an easy or automatic means of expanding 
sales at either the individual brand level or at the level of a whole industry. Sales of 
brands and product categories are determined by many factors, of which advertising 
is but one. There are reasons for believing that the task of radically changing human 
behaviour patterns is a more difficult task for advertising than is the far simpler, but 
still difficult, job of achieving brand switching. 
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Associates, Inc. Interviewer: 
1724 Connecticut Avenue, N.W. City/Town: 

Washington, D.C. 20009 County: 

(202) 234-5570 
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2064 Respondents 
June 15-30, 1989 
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June 1989 
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I'm from Hart Research, the national public opinion research firm in Washington, D.C. We are 
conducting a survey across the nation, and I'd like to ask you a few questions. But first, which 
person in your household--age 18 or older--has had the most recent birthday? 


HOW TO DETERMINE WHOM YOU ARE TO INTERVIEW IN THIS HOUSEHOLD: 

1. If only one man or woman 18 or older lives here, interview that person, provided your quota for 
that sex has not been completed. 

2. If more than one man or woman 18 or older lives here, interview person with most recent birthday 
(who is at home). 


la. Compared to what you hoped the quality of your life would 
be like at this stage, how satisfied would you say you 
are with your life right now--extremely satisfied, 
pretty satisfied, just somewhat satisfied, or 
dissatisfied? 


Extremely satisfied..22 

Pretty satisfied... 49 

Just somewhat satisfied... _22, 

Dissatisfied. 6 

Not sure. 1 


1b. Compared to the expectations you had ten years ago, would 
you say that your current standard of living is less 
comfortable than you had expected, is about as 
. comfortable as you had expected, or is more comfortable 
than you had expected ten years ago? 


Less comfortable than expected..22 

About as comfortable as expected... 51 

More comfortable. 26 

Not sure. 1 


1c. Thinking about your financial situation, would you say 
that your household income is enough to enable you to 
live as comfortably as you would like, is enough to pay 
your bills and have a little left over to save or spend 
on a few extras, is only enough to pay your monthly bills 
and obligations, or is not enough to meet your monthly 
obiigations? 

Live comfortably.._25_ SKIP TO 2. Id. 

Can pay bills and save ~ 

or spend a little.,.. __45_ ASK Id, THEN 2. .At least 10%.24% 

Can only pay bills. 20 _ ASK 1e. THEN 2. Less than 10%_16 

Not enough to pay bills 9 SKIP Not sure/refused. 5 

Not sure/refused. 1 TO 2. 


Id. When it comes to what you have left over after you pay 
your bills, would you say it is at least 10% of your 
total salary, or less than that? 


At least 10%..... (See above) 

Less than 10%.. 

Not sure/refused.. 


(ASK ONLY OF THOSE WHO SAY IN 1c THEY CAN ONLY PAY BILLS.) 

1e. When it comes to paying the bills, would you say you have 
to struggle most months and juggle your finances, or do 
you get your bills paid alright but have nothing left for 
savings? 


Struggle. 

Get bills paid alright 
Not sure/refused. 


(See above) 


1e. 


Struggle. 7% 

Get bills paid 
alright.11 


Not sure/refused.. 2 


Peter D. Hart Research Associates, Inc. 
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15a. (HAND RESPONDENT SHOW CARD I.) There are a nunber of 
different products that many of us buy. In purchasing 
certain things, we may care very much about exactly what 
they are and which brand they may be. Ue will sometimes 
even pass up a sale on a different brand to get exactly 
the brand we want. For other products, it really doesn't 
matter that much which brand we buy, as long it meets 
certain basic requirements. 

Let me just give you an example: some people will purchase 
any deodorant or one from a group of acceptable 
deodorants, as long as it does the job. Others will only 
accept one particular brand. 

Now I would tike to read you a list of 25 products, and 
for each one, please tell me whether you usually onty buy 
one specific brand of that product, or whether you are 
not loyal to a certain brand. If you don't use a product 
I mention, just say so. (READ EACH ITEM AND REPEAT 


CHOICES.) 

A. Shampoo. 

Usually 
Buy One 
Brand 

43 

- - - 15a. 

No Brand 
Loyalty 

54 

Don't 

Use 

2 

Not 

Sure 

1 

15b. 

5 Years 
Or More 

25 

B. Automobile. 

44 

49 

5 

2 

30 

C. Ketchup. 

49 

47 

3 

1 

34 

D. Television set. 

34 

65 


1 

24 

E. Pet food. 

27 

33 . 

38 

2 

17 

F. Headache remedy 

52 

40 

7 

1 

31 

G. Blue jeans. 

27 

56 

16 

1 

15 

H. Perfune/ 

aftershave... 

41 

49 

9 

1 

21 

I. Beer. 

29 

31 

39 

1 

15 

J. Gasoline. 

37 

58 

5 


18 

K. Coffee.. 

51 

36 

12 


30 

L. Underwear. 

36 

62" 

1 

1 

20 

M. Mayonnaise. 

62 

33 

4 

1 

41 

N. Cigarettes. 

29 

12 

58 

1 

19 

0. Laundry 

detergent.... 

46 

50 

2 

2 

24 

P. Film. 

50 

39 

9 

2 

30 

Q. Soda. 

41 

51 

7 

1 

20 

R. Canned 






vegetables... 

22 

66 

10 

2 

10 

S. Athletic shoes/ 
sneakers. 

24 

64 

11 

1 

10 

T. Bath soap...... 

52 

47 

- 

1 

29 

U. Tires. 

30 

60 

7 

3 

11 

V. Tuna fish. 

41 

53 

5 

1 

20 

U. Garbage bags... 

22 

74 

3 

1 

8 

X. Batteries. 

28 

69 

2 

1 

12 

Y. Toothpaste. 

60 

38 

2 

- 

35 





None.... 
Not sure 

5 

t 1 


15b. Now, please go back through this list and tell me the 
letters of the products you currently use and have 
purchased only one brand of for five years or more.' 
(RECORD ITEMS ABOVE UNDER 15b.) 


15c. Thinking about the products you try to buy or use 
regularly, how many do you find are the same as the ones 
you grew up with, or that your parents used 
regularly--most of them, quite a few, only some, or not 
very many of them? 

Most of them.. 15 Not very many 30 

jFetei'tt Hof* Research Associates, Inc. 
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Brand Loyalty Is Rarely 
Blind Loyalty 


Rise in Coupons, 
Choices Blamed 
For ’ 80 s Erosion 


By Ronald Alsop 

Staff Reporter of The Wall Street Journal 

Betty Lombardi is a mild-mannered 
homemaker and grandmother in rural 
Hunterdon County, N. J. But put her behind 
a shopping cart and she turns ruthless. 

If Colgate toothpaste offers a tempting 
money-saving coupon, she'll cross Crest off 
iier shopping list without a second thought 
Never mind that her husband prefers 
Crest. Some weeks when her supermarket 
runs a double-coupon promotion, she 
boasts that she shaves $22 off her bill. 

Money isn't the only thing that makes 
her dump once favorite brands. After she 
heard about the ar* —. 


Faithful or Fickle? 

Percentage of users of these products who are loyal to one brand 


tery-clogging 


THE AMERICAN 


ards of tropical oils WAY OF BUYING 

in many cookies, she 

dropped Pepperidge 

Farm and started L f UMrv 

buying brands free 

ways thought Pep- 
peridge Farm was 
tasty and high quai- 
ity,” Mrs. Lombardi 

want any of that oil 

for my grandkids." a wau. snrtrr journal 
(Pepperidge Farm ! 

says it can’t tell ex- PART OF A SERIES 
actly how many cus- - 


Cigarettes t 
Mayonnaise l.* 

Toothpaste e- 
Coffee 

Headache remedy ■ 

Film ESSZSZZZ! 
Bath soap 
Ketchup 

Laundry detergent GHZZSZ3Z 
Beer QiiEliSiil 
Automobile 

Perfume/after shave EUZSBZE 
pet food 
Shampoo 

Soft drink ESSSS 
‘ Tuna fish CSSH3Z3 
Gasoline —-i 

Underwear * • w ~- •• ••• - 

« Television ■ 

Tires 
Blue jeans 

Batteries Hlii 
Athletic shoes ESSSZIS3 
Canned vegetables BMISS 
Garbage bags 

Scum: Wall Stmt Journal CenUnnial Survey 


tomers it has lost, but it hopes to remove 
the objectionable tropical oil from all its 
products by year end.) 

Clearly, people like Mrs. Lombardi are 
giving marketers fits. She represents a 
new breed of savvy consumer who puts 
bargain prices, nutritional' and environ- 
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mental concerns, and other priorities 
ahead of old-fashioned brand loyalty. 

A Dizzying Choice 
While brand loyalty is far from dead, 
marketing experts say it has eroded during 
the 1980s. Marketers themselves are partly 
to blame: They’ve increased spending for 
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coupons and other short-term promotions 
at the expense of image-building advertis¬ 
ing. What's more, a flood of new products 
has given consumers a dizzying choice of 
brands, many of which are virtually car¬ 
bon copies of one other. 

“Marketers have brought this on them¬ 
selves with their heavy use" of promo¬ 
tions, contends Joe Plummer, an executive 
vice president at the D’Arcy Masius Ben¬ 
ton & Bowles ad agency. "Without some 
real product improvements, it’s going to be 
difficult to win that loyalty back." 

The Wall Street Journal’s "American 
Way of Buying” survey this year found 
that most consumers switch brands for 
many of the products they use. For the 
survey, Peter D. Hart Research Associates 
asked some 2,000 consumers, including 
Mrs. Lombardi, whether they usually buy 
one brand of a certain type of product or 
have no brand loyalty. More than half the 
users of 17 of the 25 products included in 
the survey said they’re brand switchers. 

Overall, 12% of consumers aren’t brand 
loyal for any of the 25 product categories. 
About 47% are loyal for one to five of the 
products. Only 2% are brand loyal in 16 to 
20 of the categories, and no one is loyal for 
more than 20 types of products. 

For such products as canned vegetables 
and athletic shoes, devotion to a single 
brand was quite low, with fewer than 30% 
saying they usually buy the same brand. 

Only for cigarettes, mayonnaise and tooth¬ 
paste did more than 60% of users say they 
typically stick with the same brand. 

People tend to be most loyal to brands 
that have distinctive flavors, such as ciga¬ 
rettes and ketchup. Kathie Huff, a respon¬ 
dent in the Journal survey from Spokane, 
Wash., says her husband is adamant about 
eating only Hunt’s ketchup. He simply 
can’t stomach the taste of Heinz, she says. 
The 31-year-old homemaker adds, “The 
only other thing I’m really loyal to is my 
Virginia Slims cigarettes. Coke and Pepsi 
are all the same to me, and I usually buy 
whichever brand of coffee happens to be 
on sale.” 

Brand imagery plays a significant role 
in loyalty to such products as cigarettes, 
perfume and beer. People often stay with 
- a particular brand because they want to be 
associated with the image its advertising 
conveys, whether that’s macho Marlboro 
dsarallesjjr Cher's Uninhibited perfume. 

' Loyalty lags most for utilitarian prod¬ 
ucts like trash bags and batteries. Only 
23% of trash-bag users in the Journal sur¬ 
vey usually buy the same brand, and just 
29% of battery buyers stick to one 
brand. 

Fashion Image 

Underwear scored a middling 36% in 
brand loyalty, but consumer researchers 
say that’s actually quite high for such a 
mundane product. “In the past, you just 
wore Fruit of the Loom and didn’t care," 
says Peter Kim, U.S. director of consumer 
behavior research for the J. Walter 
Thompson ad agency. "The high score re¬ 
flects the attempts to make underwear 


more of a fashion image business for both 
men and women." 

He believes there’s opportunity for a 
smart gasoline marketer to create a strong 1 
brand image and more consumer loyalty. 
What loyalty there is to gas brands, he be¬ 
lieves, is a matter of stopping at the most 
conveniently located.service stations. 

Brand loyalty was stronger among 
older consumers in the Journal survey. 

Nearly one-fourth of participants age 60 
and older claim brand loyalty for more 
than 10 of the 25 products in the survey; 
only 9% of those age 18 to 29 have such 
strong allegiance. 

Higher-income people also tend to be 
more brand loyal these days, the Journal 
survey and other research studies indicate. 
Marketers speculate that more affluent 
people tend to lead more pressured lives 
and don’t have time to research the prod¬ 
ucts they buy for the highest quality and 
most reasonable price. An established 
brand name is insurance that at least the 
product will be of acceptable quality, if not 

always the best value for the money. It’s 
sort of loyalty by default. 

Meanwhile, "the bottom end of the mar¬ 
ket is becoming less loyal,” says Laurel 
Cutler, vice chairman of the ad agency 
FCB/Leber Katz Partners. “They’re buy¬ 
ing whatever’s cheaper." 

The biggest wild card in the brand loy¬ 
alty game: How those hotly pursued but 
highly unpredictable baby boomers will be¬ 
have as they move into middle age. They 
grew up with more brand choices than any 
generation and have shown less allegiance 
so far. But now that they’re settling down 
and raising families, might they also show 
more stability in their brand choices? 

Mr. Kim of J. Walter Thompson doesn’t 
think so. He believes baby boomers will 
continue to be selective in their brand loy¬ 
alties. “Earlier generations were brand 
loyal across categories," he says, “but 
boomers tend to be brand loyal in catego¬ 
ries like running shoes and bottled water, 
but less so in others like toilet paper and 
appliances.” 

While not as brand loyal as in the past, 
consumers today don't buy products capri¬ 
ciously, either. Rather, they tend to have a 
set of two or three favorites. Sometimes, 
they’ll choose Ragu spaghetti sauce; other 
times, it will be Prego. 

Striking Similarities 

Advertisers attribute this shared loyalty 
to the striking similarity among brands. If 
a more absorbent Pampers hits the mar¬ 
ket, you can be sure a new and improved 
Huggies won’t be far behind. The BBDO 
Worldwide ad agency studied “brand par¬ 
ity” and found that consumers believe all 
brands are about the same in a number of 
categories, particularly credit cards, paper 
towels, dry soups and snack chips. 

“When there’s a clutter of brands; con¬ 
sumers simplify the complexity by telling 
themselves, 'AH brands are the same so 
what difference does it make which I 
buy,’ " says Karen Olshan, a senior vice 


president at BBDO. “Too often, advertis¬ 
ing imagery hasn’t done a good job of forg¬ 
ing a special emotional bond between a 
brand and the consumer." 

But given such strong brand disloyalty, 
some marketers are putting renewed em¬ 
phasis on image advertising. A small but 
growing number of companies are also try- 
. ing to instill more fervent brand loyalty 
through such personalized direct-market¬ 
ing ploys as catalogs, magazines and 
membership clubs for brand users. 

While discount promotions are essential 
for most brands, some companies concede 
they went overboard in shifting money 
from advertising to coupons, refunds and 
other sales incentives. 

Residual Impact 

Some people argue that strong brands 
can afford to stop advertising for a time 
because of the residual impact of hundreds 
of millions of dollars spent on advertising 
through the years. But most companies are 
too afraid to take that chance. And per¬ 
haps with good reason. Says Clayt Wilhite, 
i president of the D'Arcy Masius ad 
agency’s U.S. division, “Every time 24 
hours pass without any advertising rein¬ 
forcement, brand loyalty will diminish 
ever so slightly-even for a powerful brand 
like Budweiser.” 

Consider, for example, what happened 
to Maxwell House coffee. The Kraft Gen-^ 
eral Foods b rand stopped advertising for 
about a year in 1987 and gave up several 
market share points and its leadership po¬ 
sition in the coffee business. But since re¬ 
turning to advertising, Maxwell House has 
regained the lost share and is runnini neck 
and neck with archrival Folgers. 

“Now, Philip Morris [Kraft General 
Foods’ parent company I is committed to 
the coffee business and to increased adver¬ 
tising for Maxwell House." says Dick 
Mayer, president of the General Foods 


How Polls Were Conducted 

The Wall Street Journal "American Way of Buy* 
ing” Survey consists of two separate, door-to-door 
nationwide polls conducted for the Journal by Peter 
D. Hart Research Associates and the Roper Organua- 
tion. The two surveys, which asked different questions, 
were conducted using national random probability 
samples. 

The poll conducted by Peter D. Hart Research 
Associates interviewed 2,064 adulta age 18 and older 
from June 15 to June 30, 1989. The poll conducted by 
the Roper Organization interviewed 2,002 adulta age 
18 and older from July 7 to July 15, 1989. Responses 
were weighted on the basij of age and gender to 
conform with U.S. Census data. 

For each poll, the odds are 19 out of 20 that if 
pollsters had sought to survey every household in 
the U.S. using the same questionnaire, the findings 
would differ from these poll results by no more than 
24 percentage points in either direction. The margin 
of error for subgroups would be larger. For example, 
for working women, the margin of error would bo five 
percentage pointj in either direction. In addition, in 
any survey, there is always the chance that other 
factors such as question wording could introduce er¬ 
rors into the findings. 
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USA division. “Even though brand loyalty 
is rather strong for coffee, we need adver¬ 
tising to maintain and strengthen it." 
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Campbell Soup Co., for one, has con- * 
eluded that it makes good sense to focus 
more on its most loyal customers than on 
people who buy competitive brands. "The 
probability of converting a non-user to 
your brand is about three in 1,000," says 
Tony Adams, the company's vice president 


for marketing research. "The best odds 
are with your core franchise. Our heavy 
users consume two to three cans of soup a 
week, and we'd like to increase that." 

So Campbell is talking to its "brand en¬ 
thusiasts." probing their psychological at¬ 
tachment to its soup. In one consumer 


focus group, a fan declared that, "Camp¬ 
bell's soup is like getting a hug from a 
friend.” That helped persuade the com¬ 
pany to introduce a new advertising slo¬ 
gan: "A warm hug- from Campbell's.” 
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REVIEW OF EYE TRACKING AND RECALL STUDY OF 
ADOLESCENTS VIEWING TOBACCO ADVERTISEMENTS 


Elliot C. Young 
President 

Perception Research Services, Inc. 

George P. Moschis 
Professor of Marketing 
Georgia State University 


We have been asked by The Tobacco Institute to re¬ 
view P.M. Fischer, et al. , "Recall and Eye Tracking Study of 
Adolescents Viewing Tobacco Advertisements," which appears in 
the January 1989 issue of the Journal of the American Medical 
Association . One of us —• the president of a firm that does 
market research for a number of large national advertisers, 
including cigarette companies -- was asked by The Journal to 
comment on the article before it was published. The other of 
us is a professor of marketing who has written extensively on 
the impact of advertising on adolescents. 

The authors summarize their work as follows: 

"[Q]ur data indicate that adolescents often 
do not see the warning in tobacco advertise¬ 
ments. Even when seen, there is little, if 
any, reading of the warning. In addition, 
adolescents are unable to recall the content 
of the observed warnings or to correctly 
recognize warnings from a list. If the warn¬ 
ings are not seen, or are seen but not pro¬ 
cessed, they are extremely unlikely to be ef¬ 
fective in countering the promises of power, 
romance and fun implied by tobacco advertise¬ 
ments." 

We question the results reported by the authors and 
what those results are claimed to signify. First, the authors 
do not acknowledge lost data, much less explain those lost 
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data, and they aggregate data for different subject popula¬ 
tions that should have been considered separately. Second, 
the authors fail to present data from the study that could 
significantly affect the conclusions drawn, and they do not 
consider alternative interpretations of the data that they do 
present. 

Underlying the authors' entire discussion of their 
data is the premise that, to be "effective," the Surgeon Gen¬ 
eral's warning must be read anew, as though for the first 
time, each time a tobacco advertisement is viewed. In our 
view, with many years of academic and research experience in 
this field between us, that premise is incorrect. At a mini¬ 
mum, the premise remains to be demonstrated. Given their 
premise, Fischer, et al . were bound to conclude that the Sur¬ 
geon General's warnings are not "effective" with adolescents. 

In the following discussion, we describe the study, 
commenting on anomalies. We then assess the authors' con¬ 
clusions . 


Description of the Study 

Fischer, et al . report the results of a study of 61 
adolescents, aged 13-17, selected from a YMCA membership list 
and participating (for pay) with parental consent. Two-thirds 
of the adolescents were male and nearly all were white. The 
authors do not disclose where the adolescents live or describe 
their educational, social or economic backgrounds. They do 
say that "the study population used was small and [was] not 
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* * * selected to be representative of all adolescents, 
although they purport to draw conclusions for all adolescents. 

The 61 adolescents were asked to view five full- 
page advertisements (four cigarette advertisements and one 
smokeless tobacco advertisement) that had been removed from 
magazines and mounted in a three-ring binder. Each subject 
was asked to view the advertisements while wearing an eye view 
monitor that permitted eye tracking measurements. After view¬ 
ing the advertisements, each subject was asked a series of 
questions about the advertisements and the Surgeon General's 
warnings appearing therein. The authors say the subjects were 
told that the study "involved measuring eye tracking while 
viewing advertising," but the authors do not say what the 
subjects were told about the purpose- of the study or what they 
were told they were supposed to do when shown the mounted 
advertisements — items obviously relevant to any assessment 
of the subjects' behavior. 

Although they do not say so, the authors apparently 
obtained data for a total of 305 exposures (61 subjects times 
five advertisements). The authors report that the data for 16 
of the subjects (80 exposures) were "unacceptable for analysis 
because of technical problems." After discarding those 80 
exposures, usable data for 225 exposures involving the remain¬ 
ing 45 subjects should have been available, but the authors 
report that only 202 exposures involving those subjects were 
"available for analysis." This implies that the data for 23 
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additional exposures involving those 45 subjects were found to 
be unusable. The authors say nothing about these 23 "lost" 
exposures. 

Overall/ the ratio of all unusable eye tracking data 
(103 exposures) to all eye tracking data (305 exposures) is 
more than 1 out of 3 — an exceedingly high figure. It gauses 
us to question the reliability of the measurements that were 
used. Since we do not know how the 23 "lost" data were 
distributed among the data for the 45 subjects whose data 
generally were usable f we cannot assess the validity of the 
inferences drawn from the data for those subjects that were 
used. The subject population — 61 subjects to begin with, 
and 45 subjects for the most crucial part of the study — was 
far smaller than the population that would be utilized in a 
standard market research program. 

According to the authors/ the 45 adolescents for 
whom usable eye tracking data generally were available did not 
"see" the Surgeon General's warning in 43.6 percent of the 
cases (88 out of 202 exposures), and when these 45 subjects 
did "see" the warning they did not really "read" it. The 
authors report that the mean viewing time for each advertise¬ 
ment was 8.95 seconds, and that of this time an average of .75 
seconds was spent viewing the warning. We assume — although 
the authors do not say so — that the .75 second average is 
the average only for those exposures in which the warning was 
"seen," and does not include those exposures where the warning 
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was not "seen." If we are mistaken, then the .75 second fig¬ 
ure is misleadingly low, a double-counting of the 43.6 percent 
not-"seen" figure. We question, in any case, the author's 
implication that it is valid to compare the time spent viewing 
words and the time spent viewing pictures. (4) 

The authors report that when the subjects were shown 
a list of ten Surgeon General's warnings and were asked to 
identify the five warnings they had been shown, the mean re¬ 
call score was about half-way (7.25) between scores indicating 
random guessing (a score of 5) and perfect recall (a score of 
10). (in their abstract, the authors call the 7.25 score 
"only slightly better than random guessing" — a clear over¬ 
statement.) This mean recall score is deceptively low because 
two of the five fictitious warnings closely resemble actual 
warnings. Selection of these fictitious warnings could be 
considered "incorrect" only in the most trivial sense of the 
term. 

In addition, the mean recall score includes the 
responses of the 16 subjects whose, eye tracking data were 
discarded, together with the results for the 45 subjects whose 
eye tracking data generally were used. This creates confusion 
because the authors suggest a relationship between the results 
of the question-and-answer part of the study (what the subjects 
recalled) and the results of the eye tracking part of the 
study (what the subjects "saw"), as though the same subject 
population was involved. 
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Review of the Study *3 Results 
The results of the study certainly do not signify 
that adolescents are unaware of the dangers associated with 
smoking. As the Surgeon General has stated, "by the time they 
reach seventh grade, the vast majority of children believe 
smoking is dangerous to one's health." (1) According to a 
1979 survey of 2,639 boys and girls aged 12-18 conducted by 
the National Institute of Education, over 96 percent of those 
questioned said they believed that "smoking is harmful to 
health." (2) Of 895 children and adolescents questioned in a 
subsequent survey, over 98 percent said they believed smoking 
is harmful and "accurately named one or more body parts that 
are adversely affected by smoking." (3) 

The results of the study also do not signify that 
adolescents are unaware that the tobacco advertisements they 
see carry the Surgeon General's warnings. When the authors 
say that the adolescents participating in their study did not 
"see" the Surgeon General's warning in 43.6 percent of the 
viewings, we understand them to mean only that in those in¬ 
stances the subjects did not focus specifically on the warn¬ 
ing. The eye tracking measurements taken by the authors could 
not have shown that the subjects failed to notice peripherally 
the telltale box containing the warning. 

Yet noticing the warning box peripherally would have 
served to remind a subject that the warning was there. We do 
not see much practical difference between knowing that one of 
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the Surgeon General’s warnings is in an advertisement and 
knowing which one it is. One could analogize the warning box 
to an oversized "union bug" that instantly marks the work as a 
product of union labor but requires closer scrutiny to iden¬ 
tify the union local that did the job. Another analogy, 
though perhaps ironic, might be to the Good Housekeeping Seal 
of Approval. You know it the moment you see it, and you know 
what it signifies — without necessarily knowing what it actu¬ 
ally says. 

The authors do not report data that would allow us 
to understand why the warning was "seen" in some instances but 
not others. For example, we do not know whether some subjects 

o 

failed to "see" the warning more frequently than other sub¬ 
jects. Did most of the subjects "see" the warning, and only a 
few fail to "see" it, in most of the advertisements to which 
they were exposed? Or did all of the subjects fail to "see" 
the warning with equal frequency? The authors do not say. 

Assuming that each of the 45 subjects for whom 
usable data were available failed to "see" the warning with 
equal frequency, we do not know whether these not-"seen" expo¬ 
sures were evenly distributed in the five-exposure sequence, 
or instead were bunched toward the fourth and fifth exposures. 
If a subject focused on the warning in the first, second and 
third exposures, one would not necessarily expect him to have 
focused on the warning in the fourth and fifth exposures. (It 
would be difficult to determine the distribution of the not- 
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"seen" exposures unless the 23 "lost" data were distributed 
randomly.) 

One could not reasonably conclude that the Surgeon 
General's warnings are "ineffective" (in the authors' terms) 
simply because/ confronted with an uninterrupted sequence of 
tobacco advertisements/ the subjects in the study focused on 
the warning only in the initial exposures and then stopped 
once they "got the idea." Magazines commonly "space" adver¬ 
tising to permit a 10-page separation between advertisements 
in the same product category — precisely to avoid this sort 
of overfamiliarization, which turns readers off. Perhaps the 
key missing figure in the Fischer, et al. article is the num¬ 
ber of subjects who "saw" the health warning in one or more of 
the exposures. This number could well have been 45 out of 45. 
Again, the authors do not say. 

Since nearly all adolescents believe smoking is 
dangerous, and presumably recognize the warning box in tobacco 
advertisements, one would not expect them to focus specifical¬ 
ly on the Surgeon General's warning in every tobacco adver¬ 
tisement to which they are exposed. To the contrary, given 
their nearly universal awareness of the warning messages, it 
would be surprising if adolescents paused to read the messages 
anew each time they saw a tobacco advertisement — regardless 
of any sequence used. It simply is not an efficient use of 
one's time to study a message with which one is already famil- 
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iar. Our own research has consistently shown that material 
familiar to readers tends to be quickly bypassed. 

The fact that relatively little time was spent fo¬ 
cusing on the Surgeon General's warnings therefore can be 
understood to signify that the warnings are indeed extremely 
"effective." The subjects did not need to linger on the.warn¬ 
ings because their message already was familiar . The fact 
that the adolescents participating in the study focused speci¬ 
fically on the Surgeon General's warning in 56.4 percent of 
the exposures can be interpreted as indicating that they exam¬ 
ined the advertisements with special care. 

Finally, the results of the study do not reflect the 
real-world experience of viewing cigarette advertisements. 

The authors found that the subjects spent an average of 8.95 
seconds viewing a single advertisement. The subjects thus 
spent far more time viewing the advertisements in the study 
than they normally would have spent in the real world. Assum¬ 
ing that the typical magazine contains 100 advertisements, the 
Fischer, et al . study implies that, in the real world, its 
participants spend approximately 15 minutes viewing the adver¬ 
tising in the typical magazine. If any magazine could claim 
even half this amount of viewing time for its advertisements, 
it could set any advertising rate it wanted because it would 
stand head and shoulders above all competitors. 

It is generally acknowledged that in a typical maga¬ 
zine environment an "average" advertisement receives approxi- 
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mately three seconds of viewing time — one-third the time 
reportedly spent by the subjects in the study. Cigarette 
advertisements receive the least amount of viewing time of any 
major print advertising category. This is because the typical 
cigarette advertisement is a quintessential "reminder" adver¬ 
tisement — it grabs your attention, you see the picture and 
you go on to the next page. It is extremely rare for a ciga¬ 
rette advertisement to hold a viewer's attention for more than 
a couple of seconds. The enigmatic advertisements currently 
being run by Philip Morris for Benson & Hedges, which make you 
want to figure out "what is going on in the picture," are the 
exception that proves the rule. The 8.95 second average view¬ 
ing time gives us cause to wonder what kind of "mental set" 
the subjects were given. 

If the authors had wanted to replicate more faith¬ 
fully the real-world experience of viewing cigarette adver¬ 
tisements in magazines, they might have equipped their sub¬ 
jects with eye view monitors and told them that the purpose of 
the study was to observe them reading test questions or new 
textbooks. The authors might then have allowed the subjects 
to look at actual magazines containing cigarette advertise¬ 
ments, if they chose to do so, while waiting for the "actual" 
trial to begin. To avoid any bias in their responses, the 
authors would not have told the subjects to look at the adver¬ 
tisements or even to look at the magazines. The authors might 
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also have used product advertisements that do not carry warn¬ 
ings as a control. 

Such a study might well have shown that adolescents 
typically do not even "see" cigarette advertisements (in the 
authors' sense) when reading a magazine . The notion that 
adolescents in the real world do focus on cigarette advertise¬ 
ments in magazines is another undemonstrated premise of the 
Fischer, et al . study. The authors avoided testing that prem¬ 
ise by telling their subjects to look through a binder that 
contained nothing but tobacco advertisements. Such a study 
design could not have been expected to yield real-world re¬ 
sults. 

Conclusion 

Given the premise with which the authors evidently 
began — that the Surgeon General's warnings can be considered 
"effective" only if they are freshly read each time one sees a 
cigarette advertisement — it was inevitable that Fischer, et 
al . would conclude from their study that the warnings are 
"ineffective." Nevertheless, their study does not show that 
adolescents are unaware of the Surgeon General's position on 
smoking or fail to notice the the Surgeon General's warning 
when they see a cigarette advertisement. Finally, notwith¬ 
standing the many important aspects of the study that the 
authors have chosen not to discuss, it is quite clear that the 
study does not reflect the real-world experience of viewing a 
cigarette advertisement. 
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No escaping ads 

Response to clutter: more clutter 


By Rod Millar 

H ardly anyone in the 

advertising business would 
disagree that clutter is a 
problem. As consumers are 
bombarded by more and more 
advertising messages, it becomes 
more and more difficult for 
advertising messages to get 
through. 

So how are advertisers and 
agencies attempting to solve the 
problem created by clutter? By 
creating more clutter. Here’s a 
list—compiled quickly and 
without much effort and certainly 
not exhaustive—of new clutter 
creators: 

■ Ads in toilet stalls, both on 
the ground and in flight. 

■ Ads on parking meters and 
garbage cans on city streets. 

■ Ads on grocery store 
shopping carts (including tiny 
video screens and safety belts), 
ads on shopping bags, even 
television monitors playing 
commercials at checks tands and 
in the aisles. 

■ Commercials on movie 
screens, on rented videocassettes 
(even little billboards on the box 
they come in), on giant screens at 
sporting events, and on television 
monitors at airport baggage claim 
areas^ 

■ Advertisements sent to fax. 
machines. 

■ Telephone sales calls to 
people at home (usually during 
dinner, it seems), from other 
people or—heaven forbid— 
computers. 

■ Commercials on the telephone 
while you’re on hold. 

■ A wealth of specialty items 
from T-shirts to sunshades for 
windshields to fortune cookies. 

■ The much-publicized Channel 
One, in which school systems ' 
force-feed students commercials 


in exchange for a few television 
sets and VCRs. 

And that’s not to mention 
increasing clutter in traditional 
media: 15-second TV spots, more 
commercials on cable TV, more 
and more free-standing inserts 
falling out of newspapers, 
magazines stuffed with bound-in 
and blown-in response cards, 
mailboxes overflowing with 
unsolicited advertising, and so on. 

Historically, advertising in 
America has been a two-way 


We’re not only failing to 
give something to the 
consumer in exchange 
for putting up with our 
advertising, we often 
make them pay for the 
privilege. 


street: You put up with my 
advertising, and I’ll pay (or 
subsidize) the cost of publishing 
or broadcasting my message and 
all the information and 
entertainment that surrounds it. 
It’s an agreement that has worked 
well for both sides. 

Nowadays, it seems, we’ve lost 
sight of our part of the agreement. 
We’re not only failing to give 
something to the consumer in 
exchange for putting up with our 
advertising, we often make them 
pay for the privilege. Do 
commercials in movies at theaters 
or on airplanes reduce ticket 
prices? Do all the ads that 
bombard us in supermarkets 
reduce the cost of food? Do 
unsolicited phone calls or fax 
messages reduce telephone rates? 
Does direct mail advertising, 
reduce the cost of postage stamps? 

And talk about a captive 


audience. It used to be that 
consumers could shut off the 
television or radio or turn the 
page and avoid advertising. But 
you can’t avoid the advertisement 
on the movie screen or your 
shopping cart or in the classroom 
or on the telephone or the fax 
machine. Today, there’s no 
escaping advertising. 

We’ve been lucky so far, but 
unless we restrain ourselves, 
there’s bound to be a backlash. 
And when it comes, the 
government will probably restrict 
and regulate and restrain 
commercial speech with support 
(or at least apathy) from the very 
people we spend our lives 
bombarding. 

It’s a problem that grows more 
important every day, but it is by 
no means a new one. Listen to 
what E.B. White wrote some 50 
years ago: 

“One wonders how much longer 
the human race will string along 
with its own electrical gifts, and 
how long the right to speak can 
remain innocent of wattage. We 
have a feeling that only if this 
issue is met will the principle of 
free speech survive. There are 
always plenty of people who are 
eager to stifle opinion they don’t 
admire, and if the opinion 
happens to be expressed in a 
volume of sound that is in itself 
insufferable, the number of 
people who want to stifle the 
sound and the fury will greatly 
increase. Amplification, therefore, 
is something like alcohol: it can 
heighten our meanings, but it can 
also destroy our reason.” 

He was writing about sound 
trucks, of all things. □ 


Mr. Miller is creative director at 
Fotheringham & Associates , a 
Salt Lake City advertising 
agency. 
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"SonfdJ 

Campbell Soup Co., for one, has con- ’ 
eluded that it makes good sense to focus 
more on its most loyal customers than on 
people who buy competitive brands. "The 
probability of converting a non-user to 
your brand is about three in 1,000," says 
Tony Adams, the company’s vice president 


for marketing research. "The best odds 
are with your core franchise. Our heavy 
users consume two to three cans of soup a 
week, and we’d like to increase that," 

So Campbell is talking to its “brand en¬ 
thusiasts," probing their psychological at¬ 
tachment to its soup. In one consumer 


focus group, a fan declared that, “Camp¬ 
bell's soup is like getting a hug from a 
friend.” That helped persuade the com¬ 
pany to introduce a new advertising slo¬ 
gan: "A warm hug from Campbell’s." 


DATE October 13, 1939 

TIME 10:22 PM 

STATION WC8S-AM Radio 

LOCATION New York City 

PROGRAM CBS Network News 


Craig Butterwcrth(?) reporting: 

Philip Morris is putting on the ritz with a new 
cigarette that's not for everybody. It's called Cartier 
Vendoae and spokesman, Steve Weiss, says it's just the 
thing for those with discriminating taste. 

Stave Weiss (Philip Morris): There are sixty million 
people in this country who have made a choice to smoke, 
and among those, discerning smokers who want an elegant 
and refined cigarette and a luxurious cigarette, we 
think Cartier Vendoma is going to be very successful. 

Butterwcrth: The new cigarettes won't be cheap, however. 
A twenty pack will fetch three dollars, while a tan pack 
will sell for about the same price as a twenty pack of 
rsgular cigarettas. The product is currently being 
marketed in Los Angeles ar.d company officials hope to 
have it in luxury hotels and resorts nationwide within 
the next few months. Craig Butterwcrth for CBS news, 
Richmond. 

• #* # # 



Coffee for Korea 

Nestle Korea Ltd. opened a coffee and 
non-dairy-creamer plant in Chongju, 
South Korea. An official at Nestle Korea, 
a 50-50 joint venture between Nestle S.A. 
and the Doosan Group, said the new facil¬ 
ity will manufacture all types of soluble, 
roasted and ground coffee, coffee mix and 
non-dairy coffee creamer. The South Ko¬ 


rean coffee market, consisting mostly of 
instant coffee, was estimated at about 100 
billion won (S150.7 million) last year. 
Brands made by the Kraft General Foods 
unit of Philip Morris cos, had aoout 
of the market share. Nestle currently has 
only about a 2% share with its Taster’s 
Choice coffee. 
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Note 8 


Lewit, "Tobacco in Developing Countries," p. 45 
(Harvard Institute for the Study of Smoking Behavior 
and Policy, Discussion Paper Series, March 1988) 


FULL COPY OF THE TEXT IS INCLUDED IN THE SOURCE 
DOCUMENTATION FOR THE INTERNATIONAL EXPERIENCE WITH 
CIGARETTE ADVERTISING BANS. 
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This book represents the consolidation of a number of activi- 
, ties undertaken by WHO in recent years to review the available 

evidence on tobacco use by women and to identify the most 
promising strategies for tobacco control. 

The events leading to the publication of this book began on 
I 31 May 1989, the second World No-Tobacco Day, when a round¬ 

table meeting on “women and tobacco” was held at WHO head¬ 
quarters in Geneva. It was subsequently agreed that the proceed¬ 
ings of this meeting should be edited and a paper produced on the 
subject. In the course of the preparation of this paper, it became 
clear that the subject deserved more extensive consideration. 
Accordingly, information on women and tobacco was gathered 
from a variety of countries and a draft monograph was produced. 
The monograph was reviewed by a group of experts who met in 
Geneva from 10 to 14 June 1991, following which it was revised. 
* This book is intended to inform all those concerned with this 

previously under-researched and under-publicized subject. It is 
primarily aimed at decision-makers and, in particular, at the staff 
of ministries of health, education, labour and social welfare, legis¬ 
lators, nongovernmental organizations and community leaders. It 
is also expected that this monograph will prompt the opening of 
new avenues of research and the more systematic documentation 
of issues relating to women and tobacco. 
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Women and tobacco: 
the issues at stake 


Women smokers are numbered in millions throughout the 
world, and several million more are dependent on tobacco used in 
other ways. The number of women smokers increases daily, not 
only because of the world’s fast-growing population, but also be¬ 
cause smoking cigarettes is being fostered and encouraged world¬ 
wide for commercial gain and, in spite of incontrovertible evidence 
on the toll of death, disease, and disability that is being caused, 
many governments have remained ambivalent towards a problem 
that has implications for excise and tax revenue, health and wel¬ 
fare expenditure, and political expediency. 

The incidence of smoking-related diseases and concomitant 
death rates have increased rapidly among women in many devel¬ 
oped countries in recent years. In most countries, there are no 
epidemiological indications of a likely decrease in the near future 
and the continuing uptake of smoking in these countries gives 
cause to expect a continuing increase in both disease incidence and 
death rates. In most developing countries, cigarette smoking, so 
far maintained at a low level, is being fiercely promoted by the 
tobacco companies. As more women become dependent on tobac¬ 
co, the effect will be an inexorable toll on health and well-being; 
and the impact will be such as to prevent the achievement of 
WHO’s goal of health for all by the year 2000. 

Tobacco use can be compared to an epidemic; it spreads 
within societies and from one society, and one population, to 
another. There follows in its wake an epidemic of smoking-related 
disease, albeit after a lapse in time. In the absence of tobacco, 
some diseases such as lung cancer might be almost nonexistent in 
women, and others such as ischaemic heart disease and chronic 
lung disease would be rarer. 

Until recently, the incidence and mortality rates from 
smoking-related diseases had been much lower among women than 
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among men and suppositions that women may be more resistant 
to tobacco have arisen. It is now clear, however, that women are 
not only susceptible to the same tobacco-related diseases as men, 
but are also affected by other specific conditions. 

In the developed countries, where smoking by women is well 
established, the challenge is twofold: to halt the rapid escalation 
in tobacco dependence that is currently occurring in many areas 
and to register more success in reducing the prevalence and inten¬ 
sity of smoking by women. 

There are many areas of the world, particularly in the de¬ 
veloping countries, where tobacco use is still at a low level and 
may as yet even be nonexistent among women. Here is where fu¬ 
ture disease could be effectively prevented. There is, however, a 
lack of knowledge on tobacco use by women in most countries and 
efforts to obtain more factual information are needed so that 
countermeasures can be developed and used more effectively. 

While there is a need for further information, there is suffi¬ 
cient evidence for public health action on tobacco use by women 
not to be delayed. This monograph is thus intended to provide 
background information on a wide range of aspects of smoking by 
women and to identify the strategies available to combat the grow¬ 
ing problem of tobacco use among women. 
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Chapter 2 _ 

Women and tobacco use: 
patterns and trends 


Tobacco is the single largest cause of premature adult death throughout the 
world. Over the next 30 years tobacco-related deaths among women will 
more than double, so that by the year 2020 well over a million adult women 
wilt die every year from tobacco-related illnesses. Currently, in the developed 
world, the prevalence of smoking among women is approximately 20-35%, 
whereas in the developing world, it is estimated at 2-10%. 

In the developed countries, smoking by women was socially unacceptable 
for many years. However, by the mid-20th century, in most developed coun¬ 
tries, smoking by women had increased rapidly. As the health hazards of 
tobacco became apparent, the prevalence of smoking among men declined 
in some developed countries. Prevalence rates among women did not begin 
to decline until later and then only in a few countries; the two rates are cur¬ 
rently converging in several countries. Today, in many developed countries, 
smoking is predominantly a practice of young women, women with limited 
education, and women of low socioeconomic status. 

In the past, cultural norms were a powerful deterrent to women's smoking 
in the developing world, although there have always been areas in which 
women have practised traditional forms of tobacco use. Currently, in the de¬ 
veloping world, smoking is linked with a cosmopolitan and affluent life-style. 
With increasing urbanization and career-oriented education, and increasing 
spending power, many young women who aspire to this life-style have taken 
up smoking. There is grave concern that these aspirations, fuelled by ag¬ 
gressive tobacco marketing, will result in increased prevalence rates among 
women in developing countries, further compounding their present diffi¬ 
culties. 

This chapter provides the statistical evidence for urging strong tobacco con¬ 
trol efforts in both the developed and developing world to decrease the epi¬ 
demic of tobacco use among women. While there is already enough 
evidence to justify urgent action, knowledge of the overall situation among 
women in developing countries is hampered by cultural reticence to admit¬ 
ting to tobacco use and by the scarcity of survey data. To complement 
tobacco control interventions more effectively and to monitor future trends, 
continuous surveillance will be needed. 
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Tobacco ( Nicotiana , a member of the Solanaceae family) is a 
native plant of the Americas, where it was used for ceremonial and 
medicinal purposes for thousands of years by many of the indigenous 
populations. It is believed that the practice of smoking was also known 
in Asia long before Columbus visited the New World. Tobacco was 
one of many plants brought from North America to Europe in the 
1500s by the early European explorers and the use of tobacco quickly 
spread through the European populations. Tobacco was also intro¬ 
duced to other continents as early as the 1600s by explorers and mis¬ 
sionaries. In Europe, Portuguese men were the first users of tobacco 
(usually smoked in pipes), but European women also used tobacco, 
both in pipes and as snuff. During this period, arguments for sexual 
equality were already being made to gain permission and social 
acceptability for women’s smoking. 

The advent of machine-manufactured cigarettes in the late 1800s 
was a major factor in cigarettes becoming the dominant form of 
tobacco use in the early twentieth century. Colonization in many parts 
of the world brought about dramatic changes in agricultural patterns; 
colonized countries were encouraged to grow tobacco, and they con¬ 
tinued to do so after independence because of the substantial earn¬ 
ings from tobacco exports, making it the most widely grown 
commercial non-food plant in the world. Through exploration, adver¬ 
tising, marketing, and widespread tobacco cultivation, cigarette use 
continued to spread throughout the world, and progressively became 
superimposed upon traditional tobacco uses. 

Smoking has not always been socially acceptable for men and 
it has been even less so for women. In 1606, two University Decrees 
were issued by Cambridge University which prohibited any student 
or other member of the University from drinking excessively or using 
tobacco. During the 1800s and early 1900s, tobacco use by women 
and children was largely unacceptable. In most developed countries, 
smoking by women was considered to be vulgar, improper and even 
immoral, and the anti-smoking movements in several countries were 
often led by women or women’s organizations. Opponents of tobacco 
believed that it exploited the poor and was immoral, unhealthy, hazar¬ 
dous and unfeminine; however, such attitudes began to change with 
the coming of women’s emancipation, combined not only with their 
increasing employment in paid occupations but also their develop¬ 
ment of careers of their own and a decreasing dependence on men 
for their livelihood. 

During the First World War, sending cigarettes to soldiers was 
deemed patriotic, which effectively put an end to the organized anti¬ 
smoking movement. As women became more emancipated in North 
America and Europe, through suffrage and dress reform, smoking 
became increasingly acceptable. 
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In the 1920s, women started smoking in public as a sign of 
emancipation and equality, although they smoked considerably 
fewer cigarettes than men (2.4 versus 7.2 cigarettes per day on 
average in the United States in 1929). Smoking became fashion¬ 
able in the 1930s, particularly among women in the cities; in the 
United States, 18.1% of women and 52.5% of men were smokers 
by 1935. 

During the Second World War, as women contributed to the 
national war effort, smoking by women became associated with 
going out to work, and with independence, emancipation and 
patriotism. Women were not only working like men, but adopting 
their behaviour as well. After the war, the prevalence of smoking 
among women was about 40% in the United Kingdom, 30% in 
Australia and 25% in the United States. 

• In the United Kingdom, by 1950 the prevalence of smoking was 38% for 
women and 62% for men. Prevalence rates among women reached 45% 
in 1966 before starting to fall as the risks of smoking became evident (/). 

Although some studies had been carried out in 1939 and in 
the 1940s (mainly in Germany and the Netherlands), there was lit¬ 
tle scientific evidence on the harmful effects of tobacco use until 
the 1940s. In 1950, it began to be recognized that cigarette smok¬ 
ing was associated with serious disease risks. A number of studies 
carried out in the United Kingdom and the United States showed 
an association between smoking and certain forms of cancer, par¬ 
ticularly lung cancer. 

Nevertheless, cigarette sales continued to increase throughout 
the developed world until the mid-1970s, when information cam¬ 
paigns against tobacco began to take effect. During the 1970s and 
1980s, stagnation in the growth of the global tobacco economy 
due to reduced demand became evident. As profits are threatened, 
the tobacco industry has started massive marketing in the develop¬ 
ing countries. Long-term expansion will be seen in developing 
countries because of their dependence on the substantial export 
earnings from tobacco and revenue from domestic use. Moreover, 
the public health campaigns about the hazards of tobacco use are 
at an early stage in many developing countries. 

In some countries, the change from traditional forms of 
tobacco use can be seen as recently as during the last 20 years. In 
Bangladesh the majority of smokers used hookah in the 1970s, 
while the recent smokers are beginning to take up bidi smoking. 
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Global overview 

Tobacco use 

The foremost way in which tobacco is used throughout the world 
is for smoking in cigarettes, but in some developing countries, although 
cigarette use has increased since the 1940s, other traditional uses con¬ 
tinue to predominate, particularly among rural and isolated commu¬ 
nities. 

Tobacco use can be classified under six principal headings: as 
cigarettes, bidis, cigars, pipe tobacco, snuff and for chewing. 
There are variants of usage within each group. Thus, for example, 
in addition to manufactured (“white”) cigarettes, kreteks (cigarettes 
containing tobacco and cloves) are smoked in Indonesia, and papy- 
rosi (cigarettes in which the conventional tip is replaced by a long 
paper tube) are smoked in many parts of the USSR. 

The tobacco in manufactured cigarettes is cut in very thin 
strands, approximately 1 mm in diameter, and a form of “fine cut” 
tobacco is sold loose for smokers to roll their own cigarettes. Hand- 
rolled cigarettes usually yield more tar and nicotine, because the 
tobacco is stronger and the paper used is also thicker and less per¬ 
meable than the wrapper of manufactured cigarettes; on the other 
hand, they often contain less tobacco than manufactured cigarettes. 

The bidi (beedi, biri) is common throughout south-east Asia and 
consists of tobacco flakes or powder, loosely packed and rolled in 
a dried tendu or temburni leaf. The dhumti in India is similar, but 
the tobacco is rolled in a leaf of the jackfruit tree. Other bidi-like 
smoking devices may have banana leaves or even newspaper as the 
wrapper. 

Cigars are made from cured tobacco leaves rolled and wrapped 
in a dried tobacco leaf and are produced in a variety of shapes and 
sizes. They are also known by different names in different localities: 
e.g. the cheroot and chutta in India; and khi yo, ya muan and tra 
kai in regions of Thailand. All these traditional smoking devices tend 
to use oriental or native varieties of tobacco and the smoke is inva¬ 
riably extremely strong, containing high levels of tar, nicotine and 
carbon monoxide. 

Pipe smoking, probably the oldest recorded form of smoking, 
is practised in almost all countries and the shapes and names for pipes 
are legion. However, one variety of pipe common to almost all coun¬ 
tries in the Eastern Mediterranean and parts of Asia is the water pipe 
(hookah, goza or hubble-bubble), a device in which the smoke bub¬ 
bles through water before being inhaled. The hookah apparatus also 
has many shapes, sizes and names in different countries or areas in 
which it is common. Hookah tobacco shows regional variations; 
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it may contain only cured tobacco leaves or the tobacco may have 
been fermented in molasses, honey or fruit juices. The smoke 
again tends to be strong but is rendered less harsh by being bub¬ 
bled through the water; however, it has a high carbon monoxide 
content because the tobacco is ignited and kept alight by covering 
it with pieces of glowing charcoal. In some Eastern Mediterranean 
countries, hookah smoking by women is often a social event. 

Snuff is used in two different forms: as dried, finely pow¬ 
dered tobacco which is inhaled through the nostrils or as moist, 
coarsely ground tobacco which is retained in various parts of the 
mouth. 

When tobacco is chewed, it is usually mixed with other 
materials. For example, pan masala (“pan”) is extremely common 
in India where it is used by at least 20 million people, and may 
contain some of the following substances: tobacco, betel nut, 
dried dates, catechu, slaked lime, menthol and spices such as 
cardamom, clove, mace and cinnamon. Obviously the mixture can 
vary and tobacco does not always have to be one of the ingre¬ 
dients. Throughout south-east Asia and in many North African 
and Eastern Mediterranean countries, tobacco is chewed in combi¬ 
nation with flavourings, frequently lime, and has many names: ga- 
zare (Afghanistan and Pakistan), mainpuri and naswar (Pakistan), 
makla (Algeria), alshammah (Saudi Arabia), shammah (Yemen), 
khaini (India and Nepal), nachouk (Egypt) and zarda, which is 
used in Nepal and includes perfumes and spices and in its more ex¬ 
pensive forms, musk. 

Mishri (masheri) is a form of burnt tobacco which is used for 
cleaning teeth and is often retained in the mouth. In many de¬ 
veloping countries where smoking by women is often socially un¬ 
acceptable, tobacco chewing seems to be more acceptable and is 
relatively widespread. Reverse smoking, where a chutta, dhumti or 
bidi is smoked with the lighted end in the mouth is often more 
common among women in areas where their smoking is ac¬ 
ceptable. 

Tobacco-related morbidity and mortality 

Currently, tobacco use is estimated to account for 3 million 
deaths per year, about half a million of which are among women, 
reflecting their previous patterns of tobacco consumption. Slightly 
more than half of these deaths occur in the developed world, 
where smoking has been at a higher level and over a longer period 
than in the developing world. Over the past decade or so, there 
have been significant changes in consumption patterns, with con¬ 
sumption and smoking prevalence rising in many developing coun- 
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tries, especially among men, but remaining unchanged or even 
falling considerably in some developed countries, most notably the 
United Kingdom and the United States. 

• In China, for example, which accounts for almost one-third of the entire 
population of the developing world, the consumption of cigarettes in¬ 
creased from 500 thousand million in 1978 to 1400 thousand million in 
1987. This represents one-quarter of the world’s total cigarette consump¬ 
tion; in 1990, this proportion had risen to about 30%. About 61% of 
Chinese men smoke, compared with slightly less than 7% of women over 
15 years of age (2). 

Surveys conducted during the 1980s indicated that in almost 
60% of developing countries, fewer than 10% of women were 
smokers, compared with about 30% of women in most developed 
countries. Among women, death rates from lung cancer, a very 
reliable marker of the evolution of the cigarette smoking epidemic, 
are rising virtually throughout the developed world and conse¬ 
quently the full effects of the massive adoption of cigarette smok¬ 
ing by women after the Second World War are yet to be seen. 

In many developing countries, low life expectancy has 
masked the onset of the chronic smoking-related diseases. How¬ 
ever, as life expectancy in these countries improves, the effects of 
the continuing adoption of smoking by women will become more 
evident. In Brazil, for example, it is projected that life expectancy 
will reach about 68 years of age by the year 2000; however, it is 
likely to remain considerably lower in Africa for the foreseeable 
future. Nevertheless, a decisive factor affecting the mortality from 
smoking-related diseases will be the rates at which women take up 
smoking in these countries, which is influenced by factors such as 
traditions, social and cultural norms, beliefs, income and the tar¬ 
geting of women by the tobacco industry through advertising. 

In view of these trends, what will be the likely future health 
effects of previous tobacco consumption, particularly smoking? At 
the global level, the annual number of tobacco-related deaths is 
expected to rise dramatically from 3 million to about 10 million by 
the year 2020; many of these deaths will be among women. Only 
if there were to be a substantial fall in smoking prevalence among 
adolescents would this epidemic of tobacco-related deaths be 
moderated, since the majority of these deaths will occur among 
the youth and young adults of today, born between about 1950 
and 1980, precisely the period when cigarette smoking was adopt¬ 
ed extensively on a worldwide scale. Conversely, the majority of 
the tobacco-related deaths which occur today are among smokers 
born before 1950. Of the projected 10 million tobacco-related 
deaths in the year 2020, about 3 million are expected to occur in 
China alone on the basis of current smoking patterns. However, 
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if the prevalence of smoking among women increases in develop¬ 
ing countries, future projections will need to be revised upwards. 

Worldwide prevalence of tobacco consumption 
by women 

While the extent of the epidemic of tobacco-related deaths 
can be deduced for developed countries where vital statistics and 
data on the prevalence of smoking are readily available, precise 
prevalence data for tobacco use in individual developing countries 
are less readily available, especially the prevalence of smoking 
among women. Assessing the epidemic is thus more difficult. The 
best available data, presented in Tables 1-6, give an indication 


Table 1. Prevalence of cigarette smoking among women in the Region of the 
Americas* 


Country 

Prevalence (9*) 

Date of «urvey 

Source 

Argentina 

27 (38)T 

1988 

(a) 

Bahamas 

4 

1989 

(b) 

Bolivia 

38 

1986 

(c) 

Brazil 

33 (30 - 33)T 

1990 (1986) 

National survey 

Canada 

25.8 

1986 

(b) 

Chile 

31 (58)T 

1988 

(a) 

Colombia 

18 (21)T 

1988 

(a) (d) 

Costa Rica 

20 (12.4)T 

1988 (1986) 

(a) (d) 

Cuba 

25.5 

1988 

(e) 

Dominican Republic 

13.6 

1989 

(e) 

Ecuador 

16 (8)T 

1988 

(a) (d) 

El Salvador 

12 

1988 

(a) (d) 

Guatemala (urban areas) 

17.7 (4)T 

1989 (1987) 

(e) 

Guyana 

4 

— 

(c) 

Honduras 

11 

1988 

(a) (d) 

Jamaica 

27 (6.2)T 

1988 (1989) 

(d) 

Mexico 

17 

1988 

<d) 

Panama 

20 

1983 

(c) 

Paraguay 

(7>T 

NA 

NA 

Peru 

17 

1988 

(a) (c) (d) 

Trinidad and Tobago 

5 

1986-89 

NA 

United States of America 

26 

1990 

(e) 

Uruguay 

23 (44)T 

1988 

(a) 

Venezuela 

23 (34)T 

1988 

(a) (d) 


* No data arc available for Antigua and Barbuda, Barbados, Belize, Dominica, Grenada, Haiti, 
Nicaragua, Saint Kins and Nevis, Saint Lucia, Saint Vincent and the Grenadines, and Suriname, 
t Data refer to women of childbearing age. 

(a) Gallup, 1988. 

(b) National health department. 

(c) American Cancer Society. 

(d) WHO/PAHO: CD33/24, Rev. I (unpublished document; available from WHO Regional 
Office for the Americas, Washington. DC 20037, USA). 

(e) Indicative figures collected by WHO from various sources. 
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Tabic 2. Prevalence of cigarette 

smoking among 

women in the European Region* 

Country 

Prevalence {*/*) 

l)*lc of survey 

Source 

Austria 

28 

1984 

(a) 

Belgium 

28 

1988 

(b) 

Bulgaria 

17 

1989 

(a) 

Czechoslovakia 

28 

1990 

(c) 

Denmark 

45 

1988 

(b) 

Finland 

20 

1988 

(a) 

France 

30 

1991 

(a) 

Germany 

27 

1988 

(b) 

Greece 

26 

1988 

(b) 

Hungary 

23 

1986 

(a) 

Iceland 

32 

1990 

(d) 

Ireland 

31 

1988 

(b) 

Israel 

25 

1988 

(a) 

Italy 

26 

1988 

(b) 

Luxembourg 

30 

1988 

(b) 

Malta 

22 

1991 

(c) 

Netherlands 

37 

1988 

(b) 

Norway 

34 

1990-91 

(a) 

Poland 

35 

1989 

NA 

Portugal 

12 

1988 

(b) 

Spain 

28 

1988 

(b) 

Sweden 

26 

1986-89 

(d) 

Switzerland 

28 

1989 

(a) 

USSR (Moscow) 

10T 

1986 

NA 

United Kingdom of Great 




Britain and Northern Ireland 

32 

1988 

(b) 

Yugoslavia 

36T 

NA 

(c) 


* No da,a ar « available for Albania, Belarus, Monaco. Romania, San Marino and Turkey. 
T Data refer to a limited area. 

(a) Communication from Member States. 

<b) Europe Against Cancer. 

(c) Countrywide Integrated Noncommunicable Diseases Intervention programme (CINDI). 

(d) Indicative figures collected by WHO from various sources. 


Table 3. Prevalence of cigarette smoking among women in the African Region* 


Country 

Prevalence (V«) 

Date of survey 

Source 

Cdte d’Ivoire 

I 

1981 

(a) 

Ghana 

1-6 

NA 

(a) 

Guinea 

1 

1981 

(a) 

Mauritius 

7 

1986-89 

(a) (b) 

Nigeria 

10 

1990 

(c) 

Swaziland 

7 

1989 

(a) 

Zambia 

4-7 

1984 

(a) (b) 


• No data are available for Algeria, Angola. Benin, Botswana. Burkina Faso, Burundi. Cam¬ 
eroon, Cape Verdi. Central African Republic. Chad, Comoros, Congo. Equatorial Guinea. Ethiopia, 
Gabon, Gambia. Guinea-Bissau, Kenya. Lesotho. Liberia, Madagascar, Malawi, Mali, Mauritania,’ 
Mozambique. Namibia. Niger, Rwanda. Sao Tome and Principe, Senegal. Seychelles, Sierra Leone’. 
South Africa. Togo. Uganda. United Republic of Tanzania, Zaire and Zimbabwe. 

(a) Indicative figures collected by WHO from various sources. 

(b) Reference 3. 

(c) Tobacco and society in Nigeria: research (rends in production, promotion and consumption 
of cigarettes. Paper presented at the 7th World Conference on Tobacco and Health, Perth 1990. 
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Table 4. Prevalence of cigarette smoking among 
ncan Region* 

women in the Eastern Mediterra- 

Country 

Prevalence (*/•) 

Dale of survey 

Source 

Bahrain 

20 

1985 

(a) 

Cyprus 

8 

1991 

(a) 

Egypt 

2 

1981 

(a) 

Iraq 

5 

1990 

(a) 

Jordan 

18 students 

1989 

(b) 

Kuwait. 

12 

NA 

(a) 

Lebanon 

39 students 

1975 

(a) 

Morocco 

9.1-14.9 

NA 

(c) 

Oman 

3-9 

1990 

(a) 

Pakistan 

6 (39 users) 

1982 

(a) 

Qatar 

3-9 

1990 

(a) 

Sudan 

19 

1986 

NA 

Tunisia 

6 

1984 

(a) 

United Arab Emirates 

3-9 

1990 

(a) 


• No data arc available lor Afghanistan. Djibouti, Islamic Republic of Iran. Libyan Arab 
Jamahiriya. Saudi Arabia. Somalia. Syrian Arab Republic and Yemen. 

(a) Indicative figures collected by WHO from various sources. 

(b) Jordan times , 30 May 1989. 

(c) The prevalence or smoking among women in Morocco was given as 14.9*7* in reference 4; 
however, information received by WHO from the Ministry of Health, 26 March 1990, indicated that the 
prevalence was 9.1*7*. 


Tabic 5. Prevalence of cigarette smoking among women in the South-East Asia 
Region* 


Country 

Prevalence (V*) 

Date of survey 

Source 

Bangladesh 

20 (l)T 

1984 <1982)T 

(a) (c) (d) 

India 

3* 

1984 

(c) 

Indonesia 

10 (3.6) 

1990 (1986) 

(b) (e) 

Mongolia 

7 

1991 

(a) 

Myanmar 

29T 

1989 

(b) 

Nepal 

58 

1991 

(a) 

Sri Lanka 

1-3.3§ 

1989 

(0 

Thailand 

4 

1988 

(g) 


* No data are available for Bhutan, Democratic People’s Republic of Korea and Maldives, 
t Data refer to women in rural areas and women in two poor village populations, respectively. 
3 Data refer to smokers in a rural community. Use of tobacco by women in India may vary 
from 0*7* to 67V*. depending on the area chosen and the form of tobacco use surveyed. 

§ Data refer to a survey of IV* of towns, 3.3V* of suburbs and IV* of villages in Sri Lanka. 

(a) Indicative figures collected by WHO from various sources. 

(b) Reference 3. 

(c) Smoking and Health. Report of a WHO Regional Seminar. 

(d) Cohen N. Smoking and survival prospects in Bangladesh. World health forum , 1982, 3: 
441 -444. 

(e) In: Durston B. Jamrozik K. ed. The global war. Abstracts of the 7th World Conference on 
Tobacco and Health, Perth. t~5 April 1990. Perth, Health Department of Western Australia, 1990. p. 241. 
Results of household surveys conducted in 1980 and 1986 arc given as 3.1V* and 3.6V*, respectively. 

(0 Smoking patterns in Sri Lanka 1989. National Cancer Control Programme, Sri Lanka. 

(g) Health and Welfare survey on tobacco use. 1988. Updated in March 1990 by H. Chitanondh, 
National Committee for Control of Tobacco Use. Ministry of Public Health. Thailand. 
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Tabic 6. Prevalence of 
Region* 

cigarette smoking among women in (lie Western Pacific 

Country 

Prevalence (•/•) 

Date of survey 

Source 

Australia 

27 

1986-89 

(a) 

Brunei Darussalam 

7 

1980 

(b) 

Cambodia 

—T 

1990 

(b) 

China 

8.28 (7.04)T 

1984 

(c) 

Cook Islands 

19 

1978 

(d) 

Fiji (Melanesian) 

44§ 

1980 

(d) 

Fiji (Indian) 

13** 

1980 

(d) 

Japan 

14.3 (12.7) 

1990 (1989) 

(b) 

Kiribati 

— T t 

_ 

(d) 

Malaysia 

5 

1990 

(c) 

New Zealand 

26 

1986-89 

(b) 

Papua New Guinea 

807 7 

1990 

(e) 

Philippines 

18.7 (21.9) 

1988 (1990) 

(0 (e) 

Republic of Korea 

6.8 

1990 

(g) (0 

Samoa 

22§§ 

1978 

(d) 

Singapore 

2.4 

1988 

(b) 

Solomon Islands 

10 (33) 

1989 (1990) 

(0 (e) 

Tonga 

8 

1990 

(e) 

Vanuatu 

10 

1990 

(e) 

Viet Nam 

0.3-3.4 

1990 ‘ 

(c) 


* No data arc available for Federated States of Micronesia, Lao People’s Democratic Republic 
Marshall Islands and Tokelau. 

T Prevalence rates among urban and rural populations were 3*7% and 10*/*. respectively. 
t Data refer to prevalence among women over 20 years of age. Figure in parentheses refers to 
prevalence among women over 15 years of age. 

§ Prevalence rates among urban and rural populations were 33*/* and 50V*. respectively. 

•‘ Prevalence rates among urban and rural populations were 4«/• and 22*/#. respectively. 

T T Prevalence rates among urban and rural populations were 74*/# and 66V*. respectively. 
t t Data refer to a small study of women in certain rural areas. 

5 5 Prevalence rates among urban and rural populations were 17*/# and 27*/#. respectively. 

(a) Hill DJ. White VM, Gray NJ. Australian patterns of tobacco smoking in 1989. Medical jour¬ 
nal of Australia. 1991, 154: 797-801. 

(b) Indicative figures collected by WHO from various sources. 

(c) Reference 2. 

(d) Reference 5. 

(c) Regional Working Group on Tobacco or Health, Australia, March 1990. 

(0 WHO Regional Office for the Western Pacific. Report of Regional Working Group on 
Tobacco or Health, Perth 1990. 

(g) Hae Sook Lee, II Soon Kim. Cigarette smoking rates for Koreans for the past 80 years - 
birth cohort analysis. In: Durston B. Jamrozik K. ed. The global war. Abstracts of the 7th World Con- 

yfLT T °.'r CO ° nd ,lta " h ■ Vtnh - '~ S Apr “ mo - p «' h - Hesllh Department of Western Austra- 
ha. 1990, p. 163. 


of the prevalence of smoking among women in the various WHO 
Member States; however, the quality of the data is variable and 
the figures should be taken only as a general illustration of com- 
ments in the following chapters. 
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Developed countries 
The current situation 

In developed countries, the prevalence and intensity of smok¬ 
ing among women show marked variations, depending on factors 
such as the duration of smoking, the age at which smoking starts, 
socioeconomic background, educational attainment and nature of 
occupation. These factors are discussed in Chapter 4. In general, 
the countries in which smoking was first taken up were the first 
to show a decline in the prevalence of smoking among women. It 
should be noted that even in some European countries, such as 
Greece and Spain, the prevalence of smoking among women ap¬ 
pears still to be increasing. 

Currently, in some developed countries, the numbers of men 
and women who smoke are converging, albeit at different rates 
(Table 7), but with fewer men than women taking up smoking, 
even this equalization may be destroyed and more women than 
men may become dependent on tobacco. 

• In Australia and the United States, men and women are quitting smok¬ 
ing at about the same rate but more young women than young men arc 
taking up smoking; as a result, the gap between male and female smok¬ 
ing prevalence rates has closed ( 6 , 7). It has been predicted (5), on the 
basis of current trends in the United States, that there will be more fe¬ 
male smokers than male smokers by 1996. 

• In Canada, 3.2 million women and 3.3 million men were smokers in 
1989 (9). 

In addition, there are many other developed countries where 
the prevalence of smoking among women is not declining as rapid¬ 
ly as it is among men, thus there may also be more female smokers 
than male smokers in the future. For example. Table 7 suggests 
that there has been a significant decline in the prevalence of smok¬ 
ing among women in Canada and the United Kingdom and a 
stabilization or even a very slight decrease in Australia and the 
United States of America. The data for Finland suggest a slight in¬ 
crease in prevalence among women in the late 1980s. 

Prevalence data do not give the total picture, since the ways 
in which women smoke will also influence the effects tobacco will 
have on their health. In general, women smoke fewer cigarettes 
than men and these tend to be lower in tar and nicotine; their pat¬ 
terns of inhalation may also be different. They rarely smoke pipes 
or large cigars and the use of small cigars tends to be restricted to 
women in a few social groups and even then only on a few social 
occasions. Unlike the situation prevailing in many developing 
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Tabic 7. Prevalence of cigarette smoking in five developed countries 
Country Year 


A ustralia a 

1945 

1964 

1969 

1976 

1980 

1986 

1989 


Men (%) 

72 

58 

45 

40 

40 

32 

30 


Women (V®) 

26 

28 

28 

31 

31 

29 

27 


Canada b 

1965 

1970 

1975 

1981 

1983 

1985 

1989 


Men (Vo) 

61 

65 

51 

44 

41 

36 

33 


Women (%) 

38 

38 

38 

35 

34 

32 

30 


Finland 

1965 

1970 

1975 

1980 

1985 

1989 



Men (Vo) 

57 

44 

40 

37 

35 

34 



Women (Vo) 

14 

16 

17 

16 

17 

20 



United 

/ 








Kingdom * 

1956 C 

I96l c 

1965 c 

1972 

1976 

1980 

1984 

1988 

Men (Vo) 

75 

72 

68 

52 

46 

42 

36 

33 

Women (Vo) 

'42 

44 

43 

41 

38 

36 

32 

30 

United States 
of America d 

1955 

1965 

1970 

1976 

1980 

1983 

1987 

1988 

Men (Vo) 

53 

50 

44 

42 

38 

35 

32 

31 

Women (Vo) 

25 

32 

31 

31 

29 

29 

27 

26 


• Data refer to prevalence of daily smoking at 16 years of age and above. 
b Data refer to prevalence of smoking at 15 years of age and above. 
c Includes all forms of smoking. 

4 Data refer tp prevalence of regular smoking (see Annex 1). 

Source : WHO Country Database. 


countries, particularly among rural populations, tobacco chewing 
is rare among women in developed countries. 

The situation in eastern Europe and Japan is different from 
that in other developed countries. In Japan the proportion of 
women who smoked increased to about 15°/o during the early 
1980s; it has since fallen slightly, but is still high compared with 
other Asian countries. The low prevalence of smoking among 
Japanese women relative to women in other developed countries is 
probably due to the unavailability of cigarettes immediately fol¬ 
lowing the Second World War, combined with traditional attitudes 
against women smoking. However, current estimates suggest that 
12% of girls aged 13-15 years and 26 % of girls aged 16-18 years 
smoke, and health authorities in Japan state that those who leave 
school early smoke much more. If these higher smoking rates 
among teenagers persist into adulthood, women in Japan will face 
appalling health consequences in the future. 

There are considerable variations in the patterns of tobacco 
use in the countries of central and eastern Europe. In some coun¬ 
tries, such as Czechoslovakia, Hungary and Poland, smoking fol- 
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lows a pattern similar to that in other developed countries, espe¬ 
cially among the urban population; however, in rural areas of 
these countries, as well as in Bulgaria, Romania and large parts of 
the former USSR, smoking is rather uncommon and follows more 
traditional patterns. Following the Second World War, however, 
the appointment of women in the USSR to posts traditionally oc¬ 
cupied by men, linked to an aspiration to equality, led to an in¬ 
crease in tobacco smoking in certain population groups; even so, 
it is still not considered acceptable for women in the USSR to 
smoke on public transport, in theatres and in most public places. 

Statistics on the overall prevalence of smoking, while giving 
a broad indication of tobacco use in a population, conceal very 
significant differences in smoking patterns among population sub¬ 
groups. In some countries, such as Spain, women have only re¬ 
cently begun to smoke in significant numbers, with virtually all 
this uptake being confined to younger women. Figure 1 illustrates 
that the prevalence of smoking among Spanish women below 45 
years of age is of the order of 40-50%, compared with 2-5% 
among those aged 45 years and over. This age pattern is typical 
of many developed countries and points to a future epidemic of 
smoking-related deaths among women unless smoking cessation 
programmes are successful. On the other hand, the comparatively 
low rates of lung cancer among women in France, Portugal and 
Spain reflect the low prevalence of smoking among women in the 
past. In other countries, such as Denmark, the United Kingdom 
and the United States, where smoking has been common among 
women of all ages, lung cancer death rates are much higher. 


Young women and smoking 

The changing patterns of smoking among girls can be used 
to predict not only future patterns of tobacco-related morbidity 
and mortality, but also changes in smoking prevalence in the fe¬ 
male population. The health risks associated with smoking are 
directly related to the age at which smoking starts and the duration 
of dependence (see Chapter 3). Almost a thousand million packs 
of cigarettes are illegally sold to youngsters in the United States 
each year, and it is known that the younger the age at which in¬ 
dividuals take up smoking, the more likely it is that they will con¬ 
tinue to smoke throughout their lives; about 90% of adult smokers 
take up smoking as children and adolescents. 

The WHO Cross-National Survey of Health Behaviour in 
School-age Children, undertaken in 1986 in ten European coun¬ 
tries (Table 8), showed a higher prevalence of smoking among 
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Fig. I. Distribution of smokers by sex and age in Spain, 1987 



15-24 25-44 45-64 65 + 

Age groups 


Source : National health survey, 1987. 


young women (aged 15 years) than young men in five of these 
countries. In other countries, such as Denmark, Germany and the 
United States, surveys have shown higher rates of smoking among 
young women (aged 14-19 years) than among young men (70). It 
appears that in many countries the prevalence of smoking among 
girls is the same as that among boys, and what is threatening for 
the future is that tobacco consumption is high in both groups. 

• In Finland, recent declines in smoking among teenage girls have been 
reversed (//), while in Canada in 1987, smoking prevalence was growing 
fastest among teenage girls (72). 

• Among women in the United States, the average age of starting regular 
smoking has progressively declined with each successive birth cohort - 
from 35 years of age for those born before 1900, to 16 years of age 
among those born between 1951 and 1960 and is now virtually identical 
to that of young men. Every day more than 1600 American teenage girls 
smoke for the first time, and by 17-19 years of age, smoking preva¬ 
lence among women exceeds that among men (National census). 

• In the United Kingdom, the prevalence of smoking among boys was 
higher than among girls in 1986; in 1991 it is estimated that 27% of 
15-year-old girls in England and Wales smoke compared with only 18% 
of boys. Since 1961 the proportion of men of all ages who smoke has 
fallen by more than half, to 33%; the proportion of women who smoke 
(30%) is now almost the same, except in Scotland where more women 
than men smoke. It is in the younger age groups that the changes have 
been greatest; 28% of women aged 16-19 years and 37% of those aged 
20-24 years now smoke (7). 


Table 8. Prevalence (%) of smoking among 15-year-olds in ten developed coun¬ 
tries, 1986 


Country 


Smoke 

daily 

Smoke 

weekly 

Smoke 

less 

than 

weekly 

Do not 
smoke 
<have 
tried) 

Have 

never 

smoked 

No. of 
subjects 

All countries 

Boys 

15.0 

4.4 

6.5 

39.9 

34.2 

5754 


Girls 

13.8 

5.6 

8.0 

36.2 

36.3 

5934 

Austria 

Boys 

11.8 

6.5 

10.3 

43.3 

28.2 

476 


Girls 

13.1 

7.1 

11.8 

39.1 

28.9 

381 

Belgium 

Boys 

16.6 

5.0 

5.1 

32.7 

40.6 

603 


Girls 

13.5 

6.2 

5.6 

29.4 

45.3 

502 

Finland 

Boys 

29.1 

6.3 

6.3 

39.9 

18.4 

539 


Girls 

20.1 

7.4 

10.1 

36.8 

25.6 

543 

Hungary 

Boys 

20.4 

5.9 

8.2 

39.9 

25.4 

562 


Girls 

14.! 

• 6.8 

8.2 

42.2 

28.7 

704 

Israel 

Boys 

5.7 

3.5 

3.5 

30.9 

56.4 

402 


Girls 

4.1 

3.4 

6.3 

21.3 

64.9 

559 

Norway 

Boys 

16.2 

4.1 

9.1 

43.2 

27.4 

627 


Girls 

17.6 

6.3 

14.4 

35.6 

26.1 

568 

Scotland 

Boys 

14.7 

2.6 

3.6 

39.8 

39.2 

771 


Girls 

15.6 

4.5 

6.7 

40.0 

33.3 

711 

Sweden 

Boys 

8.7 

5.7 

7.6 

47.0 

31.1 

541 


Girls 

10.9 

5.6 

7.1 

37.6 

38.8 

521 

Switzerland 

Boys 

9.5 

3.6 

10.2 

35.8 

40.9 

279 


Girls 

10.5 

4.4 

11.3 

29.3 

44.4 

341 

Wales 

Boys 

13.1 

2.4 

4.4 

41.9 

38.2 

954 


Girls 

15.1 

5.2 

4.4 

41.2 

34.1 

1104 


Source: WHO Cross-Nation*! Study on Children’s Health Behaviour. 


It is difficult to make a more detailed comparison because of 
the differences in age groups surveyed and in dates of surveys. 
What is clear, however, is that the situation is changing rapidly 
and regular studies should be undertaken and publicized as such 
information has important implications for policies relating to 
tobacco control. 

• In the United Kingdom, 15% of smokers aged II years smoked more 
than 26 cigarettes a week, compared with 58% of those aged 15 years; 
however, young men arc more likely to be heavy smokers than are young 
women (7). 

The use of smokeless tobacco (chewing tobacco and snuff) is 
currently rare among girls and women in developed countries. Its 
use by young men is relatively widespread in some developed 
countries, such as Sweden and the United States and the challenge 
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Fig. 2. Heavy smoking among young people 


10 



Country/age group 

Source : Various, around 1985 


is to ensure that these forms of tobacco use are not taken un bv 
girls. 

• In Sweden the per capita smokeless tobacco consumption fell by about 
75% between 1920 and 1976, but then it began to increase due to the 
marketing of new products (moist snuff), reflecting a marked shift in 
the age distribution of users. According to data obtained in 1986, moist 
snuff is mainly used by young people, especially young men, and has 
become more popular than chewing tobacco or nasal snuff. Use of 
these products by women remains very low (13). 

• In Canada the overall usage rate for moist snuff among young people 
in the national population is less than 1%, but use in certain occupa¬ 
tional, ethnic or regional groups may be many limes higher than the 
national rate. For example, 17% of Indian girls and 20% of Indian 
boys aged 10-14 years use snuff (14). Snuff is less expensive than 
cigarettes, and appeals to children and younger teenagers, but is often 
replaced by cigarettes by older adolescents. 

Groups at high risk 

In countries where smoking has declined among women, it 
has become increasingly associated with economic and social dis¬ 
advantages. Although smoking was first adopted by the more af¬ 
fluent educated women, these women were also the first to give it 
up. The female smoker is now more likely to have a limited educa¬ 
tion; have a lower status job or be unemployed (see Table 9); be 
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on a low income; be single, separated or divorced; or be subject 
to other forms of deprivation. 

• In Sweden 53% of single mothers smoke compared with 26% of all 
adult women (15). 

• Evidence from the United States shows that the narrowing gap in preva¬ 
lence rates between men and women is due, in part, to higher rates of 
uptake of smoking among less educated young women: women without 
a college education are more than twice as likely to take up smoking as 
those who go to college (16). According to a survey conducted from 
1978 to 1980, the highest rates of smoking were among cashiers (44%), 
machine operators (41%), nurse aides (41%), factory workers (38%), 
waitresses (38%), and hairdressers (37.5%). The lowest rates were 
among elementary school teachers (19.8%), secondary school teachers 
(24.8%), bank tellers (25.7%), registered nurses (27.2%), and child-care 
workers, excluding those in private households (28.9%). 

• Studies in the United Kingdom have shown that the prevalence of smok¬ 
ing among women under 60 years of age is highest among those who are 
widowed or separated (52% in 1984 against 35% of married women), 
working in the home (39% against 33% of those working full-time) or 
unemployed (48%) (17). Table 9 shows that while smoking prevalence 
has decreased in all occupational groups, the figures remain higher 
among manual workers than other groups. 

• A survey in New Zealand showed that female smokers were more likely 
to be in manual or unskilled occupations, have family problems or 
depressive symptoms and make excessive use of other dependence- 
producing substances. The highest proportion of smokers in the popula¬ 
tion was among the unemployed (52% for women in 1984) and those 
who received social security benefits (12). 

• In Canada, smoking is also affected by class and occupational factors. 
People of lower and manual or unskilled classes arc more likely to 
smoke than those belonging to the middle and upper classes. About 25% 
of female teenagers use tobacco every day, and almost 40% of women 
in their early twenties; prevalence rates are slightly higher than for 
teenage boys and young men. While 28% of employed women smoke, 
the rate rises to 40% for the unemployed. More smokers (women and 


Table 9. Prevalence of smoking among women by socioeconomic group in the 
•# United Kingdom, 1973-86 


Percentage of women smokers 


Year 

Professional 

employers 

Clerical and 

Skilled 

Semi¬ 

Unskilled 



' and 

administrative 

manual 

skilled 

manual 



managers 

workers 

workers 

manual 

workers 






workers 


1973 

33 

38 

38 

47 

42 

42 

1976 

28 

35 

36 

42 

41 

38 

1980 

21 

33 

34 

43 

39 

41 

1984 

15 

29 

28 

37 

37 

36 

1986 

19 

27 

27 

36 

35 

33 


Source: reference 17. 
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men) arc found in clerical and service occupations than in the other sec¬ 
tors ( 18 ). 

• In Australia also, smoking rales are higher among the unemployed, and 
manual or unskilled workers than among clerical or administrative wor¬ 
kers, for both women and men (6). 

It has also been found that ethnicity and race may lead to so¬ 
cial and economic disadvantages, which in turn have been asso¬ 
ciated with higher smoking rates among women. 

• In New Zealand, Maori women and men smoke more than the white 
women and men; they are also among the poorest people in New 
Zealand and have one of the world’s highest smoking rates for women. 
In Canada^ a study on Indians in north-western Ontario showed that 
over half of the population smoked; among the women aged 15-24 
years, almost 70% were smokers. 

• In the Northwest Territories, the prevalence of smoking among Inuit 
girls was 61%; among Inuit adults the figure was 93%, and was higher 
in women than men (12). However, in the United Kingdom, white wom¬ 
en smoke more than black women, while Asian women smoke very little 

VO). 

Developing countries 

On a world scale, tobacco consumption is increasing by 2.1 °/o 
per annum. In developing countries tobacco consumption is in¬ 
creasing by about 3.4% per annum, while in developed countries 
it is decreasing by 0.2% per annum. Because of technological 
changes in the manufacture of cigarette tobacco, the changes in 
the number of cigarettes smoked are far greater than these percen¬ 
tages would indicate. In many developing countries, although 
sufficient information on trends and socioeconomic factors related 
to smoking among women may not always be available, it has 
been estimated that 2-10% of women smoke; in general, the 
prevalence of smoking among women in these countries remains 
low compared with that among men or with that among women 
in developed countries. There is an indication that in some de¬ 
veloping countries, smoking among women is increasing and it is 
likely, as a result of accelerating international trade in tobacco 
products and the introduction of new types and flavours of 
cigarettes, together with the related advertising and marketing, 
that there will be further increases in the future. 

The challenge facing developing countries is to prevent smok¬ 
ing from reaching the scale found in developed countries, particu¬ 
larly because increased tobacco consumption threatens to undo 
much of the progress made in health development for women. For 
women in developing countries, with low rates of tobacco use, it 
may still be possible to avoid a future epidemic and the associated 
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social and economic costs of further avoidable premature deaths 
and ill health caused by tobacco. 

Evolution of tobacco use among women 

In the majority of developing countries, smoking by women 
has been considered to be socially unacceptable; in some countries, 
a woman’s smoking might even bring shame upon her father or 
her partner, thus reducing his social standing. However, there 
have always been small areas in which these restrictions did not 
apply and where women’s smoking behaviour was similar to that 
of men, for example in certain areas of India, Nepal, Papua New 
Guinea, and northern Thailand. 

In some regions where women smoke, their smoking be¬ 
haviour is different from that of men. For example, in certain 
parts of India the practice of reverse smoking has been more 
prevalent among women than among men. In sub-Saharan Africa, 
smoking behaviour can vary between different tribes; thus in 
Kenya women belonging to the Masai, Samburu, Kisii and Kikuyu 
tribes are non-smokers but among the Luo tribe, more women 
than men are smokers. In the Arab world, smoking by women 
differs from one area to another: in many of the countries, women 
may smoke hubble-bubble at family gatherings or at all-women 
social gatherings. In some of the countries, however, they do not 
admit to smoking at all. 

Throughout the developing world, there is often a sharp dis¬ 
tinction between the smoking behaviour of the rural populations 
and that of the urban populations. Those living in the towns and 
cities have largely abandoned the traditional methods of using 
tobacco in favour of cigarettes. In some developing countries, 
cigarette smoking is now an activity of the younger, educated and 
more affluent women, usually in large cities, while older women 
in rural areas have retained the traditional ways of using tobacco. 

The pattern and level of smoking among women in develop¬ 
ing countries are also varied. Although the prevalence and intensi¬ 
ty of smoking may be lower, the average tar and nicotine levels of 
cigarettes sold in developing countries are usually higher than in 
developed countries. Women’s consumption of tobacco will be in¬ 
fluenced by the fact that they generally have less access to already 
scarce financial resources, and are constrained by traditional and 
cultural factors, as well as social norms and beliefs in many 
countries. 

• A questionnaire survey in Morocco showed a very low rate of smok¬ 
ing (9.8%) among devout Muslims aged 14-65 years, with a minimal 
rate among women (0.4%) (4). 
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The age of starting to smoke is also different from developed 
countries, and in some developing countries, young women are 
less likely than young men to be heavy smokers (i.e. smoke 20 or 
more cigarettes a day). While in many developed countries there 
is a slower rate of decline of smoking among women and in some 
cases, more teenage girls than teenage boys smoke, in developing 
countries rates for young women are usually low. 

• In Costa Rica, there is evidence to suggest that women are starling 
to smoke at younger ages (19). 

• In rural areas of the Islamic Republic of Iran it is not acceptable for 
young women to smoke but there is less stigma attached to smoking 
by older women, such as hubble-bubble smoking. 

While smoking by women is often socially unacceptable, 
tobacco chewing is more widely accepted and the prevalence of 
chewing is surprisingly high among women in many developing 
countries. In Kenya, the prevalence of tobacco chewing among the 
women in the Masai, Samburu and Luo tribes is high at all ages 
and tobacco is also chewed by the older women in the Kikuyu 
tribe. Tobacco chewing is also fairly common among women in 
south-east Asia, where it may be combined with reverse smoking. 

Regional patterns 

Vast differences in sociocultural behaviour occur between 
regions and are reflected in the wide variations in patterns of 
tobacco consumption among women. However, all the patterns 
and trends point to a forthcoming serious problem. 

Africa 

It is currently estimated that only about 10% of women in 
Africa smoke, but rates are increasing, especially in urban areas. 
In rural areas a limiting factor is cash resources and, away from 
the towns, fewer women smoke and the intensity of smoking by 
women is usually lower; however, tobacco chewing is not uncom¬ 
mon. The situation in both rural and urban areas may be 
changing. 

• In 1973, fewer than 3% of Nigerian women students smoked, but by 
1982 the figure had reached 24% among female university and poly¬ 
technic students, and 52% among female trainee teachers. These stu¬ 
dents may now be in positions in which they will set an example to 
the community at large (20). 
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• In the early 1980s, 0.75-5.9% of women in Ghana smoked (2l)\ in 
Swaziland, the prevalence rates were 3%, 4% and 7% for smokers, oc¬ 
casional smokers and ever smokers, 1 respectively (22). Among students 
in secondary and tertiary education institutions in Zambia, 4% of the 
women were smokers, but in the general population 7-10% of women 
were daily smokers (23). Among medical and paramedical students in 
1983 in the Gondar College of Medical Sciences, Ethiopia, 3% of wom¬ 
en were smokers, a rate similar to that found among the women in a 
Nigerian nursing school (8%) (24, 25). 

As would be expected, smoking behaviours vary between the 
different African countries and between the different areas or 
tribes within those countries. In Zambia, the conventional meth¬ 
ods of using tobacco (cigarette, cigar and pipe) are common in 
urban settings, but traditional methods (snuff and mishanga) re¬ 
main popular in the rural areas. Such patterns probably exist in 
most of the African countries and it is also likely that, within 
many of the countries, there will be tribal differences similar to 
those found in Kenya (see p. 21). 

In only a few of the African countries have there been any 
surveys of smoking in the general population; the few surveys 
reported tend to have been carried out on specific groups such as 
students. These can, however, be useful in forecasting future 
trends. The level of development, the degree of urbanization and 
the extent of penetration of life-styles which the young feel a need 
to emulate if they are to be considered sophisticated or successful, 
are all factors that are leading to an increase in the adoption of 
smoking in many African countries, particularly among educated 
and affluent women. 

The information on incidence and mortality from smoking- 
related diseases is also limited; however, it suggests that the level 
of smoking by women is not insignificant and is increasing. 

• In Mauritius, the number of deaths from three smoking-related cancers 
(cancers of the lung, larynx and oral cavity), calculated as a percentage 
of total cancer deaths, has increased over the period 1969-86: from 
6% to 10% for women and from 19% to 29% for men. The stan¬ 
dardized lung cancer death rates at ages 35-69 in 1960-64 were 20.6 
per 100 000 for men and 2.8 per 100 000 for women. By 1985, these had 
increased to 37.3 per 100 000 for men and 9.0 per 100 000 for women. 
A maic:fcmale ratio of 7:1 in 1960 and 4:1 in 1985, suggests that women 
are increasingly taking up smoking. By 1987 the ratio had become 
3.5:1 (26). 


1 Defined as people who have smoked at any time, including in the past. 
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Latin America 

Information about the prevalence of smoking has not been 
systematically available for most countries in Latin America and 
the Caribbean. 

In 1971, the Pan American Health Organization (PAHO) con¬ 
ducted a survey in 8 cities in Latin America to determine age- 
adjusted smoking prevalence rates for adult women and men. 
The prevalence of smoking among women ranged from 7% to 
26% (compared with 30% among women in the United States), 
being higher among women in countries of the southern cone and 
the Andean subregion, than among those in Central America, 
Mexico and Pe'ru. In all cities, women began to smoke at older 
ages and had a lower prevalence rate than men, although the differ¬ 
ence was less marked in cities with higher levels of tobacco con¬ 
sumption. In most cities, the age-adjusted prevalence of ciga¬ 
rette smoking among women increased with higher levels of edu¬ 
cational attainment. 

Almost 150 surveys of smoking behaviour have been conduct¬ 
ed in the past 20 years in Latin America and the Caribbean. Unfor¬ 
tunately, these surveys differ considerably in their sampling 
methods, target populations, definitions, weighting procedures and 
reporting formats, thus comparisons are difficult and should be in¬ 
terpreted with caution. 

Overall, the results of the recent surveys show wide variations 
in the prevalence of smoking among women in Latin America, from 
3% in La Paz, Bolivia, to 49% in Buenos Aires, Argentina. 

The prevalence rates among women are usually lower than 
those among men, and are generally between 10% and 39%. 
Most reports of recent surveys indicate that the prevalence among 
.women is increasing. In general, prevalence rates are lower in the 
less developed, predominantly rural areas and higher in countries 
that have undergone modernization, such as Argentina, Brazil, 
Chile and Uruguay, where almost as many women as men smoke. 

Prevalence appears to be higher among young men than 
among young women and higher in the urban areas of the more de¬ 
veloped countries of the region. Smoking among young people ap¬ 
pears to be more common in the non-Latin Caribbean than in 
Central America, Mexico, and the Latin Caribbean. The prevalence 
of smoking among adolescents is high in some areas, and may even 
exceed that among adults. Almost half of the surveys reported a 
prevalence of greater than 30% for young men, and almost one- 
third reported a prevalence of greater than 30% for young women. 




Surveys of women of childbearing age have been conducted 
in some countries in Latin America. The prevalence of smoking 
varies considerably: one-quarter of the surveys reported a preva¬ 
lence of more than 30%, and more than half reported a prevalence 
of greater than 20%. 

Although many social and demographic changes have oc¬ 
curred in Latin America and the Caribbean over the past two de¬ 
cades, four main factors may have contributed to the increase in 
prevalence of cigarette smoking in the region, namely: 



— aging of the population; 

— increasing urbanization; 

— greater access to education; 

— entry of women into lucrative employment. 


• Thus in Costa Rica, 24% of the affluent urban women are smokers com¬ 
pared with only 10% of the poorer rural women (19). There is a trend 
towards smoking by younger age groups and this was also seen in Chile 
where, among high school students (mean age 16 years) in Santiago, 
57% of boys and 59% of girls were smokers, 85% of them smoking up 
to 40 cigarettes per week (3). 


South-east Asia 

Cigarette consumption by women in south-east Asia appears 
to be very low. It is more or less static overall, measured on a per 
capita basis: there may have been a slight increase in smoking 
prevalence in one country (Thailand) and a small decrease in 
another (India), but overall the change is limited. However, in most 
south-east Asian countries, cigarettes represent only a small part of 
tobacco use. Thus, in assessing the health effects of tobacco, other 
forms of tobacco use should be taken into account, such as smok¬ 
ing the kretek, bidi, chutta, dhumti, khi yo, ya muan, chiium and 
the water pipe, and the widespread practice of tobacco chewing: 
gazare, khaini, naswar, zarda, and pan masala. 

When every type of tobacco use is taken into account, the 
per capita consumption patterns look very different, showing a 
much higher level than is seen when cigarettes only are considered. 
While smoking, particularly cigarette smoking, is predominantly 
practised by men, chewing is very common among women. In 
some areas of south-east Asia, such as in some parts of rural India 
and in Nepal, women smoke bidis and chutta, often in reverse 
smoking. Similarly, pan chewing and the use of mishri (masheri) 
are very common in many areas of the Indian subcontinent, being 
used by as many as 38-59% of women, and in Andhra Pradesh, 
reverse smoking of chutta is considered more “feminine” than the 
non-reversed chutta smoked by men. 
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• In Nepal, approximately 60% of the women smoke bidis (10). A study 
in two hill villages in Nepal (1983-84) showed that 62.4% of females 
smoked every day. A previous study of the rural area around Kathman¬ 
du (1980) had found that 60.6% of females smoked daily (5). 

• In Bangladesh, smoking by women is limited by poverty, customs and 
beliefs, although bidi smoking is common among poor rural women 
( 10 ). 

• In Indonesia, the main form of smoking is the kretek. Although smok¬ 
ing by women is not common, it has increased from 3.1% in 1980 to 
3.9% in 1986; among primary school girls, 10% were recorded as being 
smokers (27). 

• In India, the prevalence of smoking among female students was 2-5% 
in the early 1980s. No figures are available for the urban population, but 
it is estimated that no more than 5% of women are smokers. There are 
a number of well-defined areas in India where men, women and children 
all use tobacco. In Kerala, women chew tobacco; in Bihar, they smoke 
bidis, cheroots and hookah; in Goa, dhumti; in Maharashtra, Gujarat 
and Bihar, kaini, or something similar; and in Andhra, chutta in reverse 
smoking. In areas where women smoke there is usually an equal number 
of male and female smokers (28). 


Eastern Mediterranean 

The prevalence of smoking among women in the Region is 
affected by cultural issues, and smoking is still considered to be 
vulgar, improper and immoral. 

• Several surveys have been conducted in Egypt, which showed that the 
prevalence of smoking among women and men was 0.9% and 39.8% 
respectively in 1978-79 and 1.5% and 32.5% in 1979-81 (29). In 1986, 
the prevalence rates were 1.0% and 39.8% and in a smaller-scale survey 
in 1988, the rates were 2.3% and 30.7% respectively (30). 

• In Morocco a recent survey has shown that in secondary schools, only 
8.6% of female students are smokers compared with 33% of male stu¬ 
dents. These rates are slightly increased at university level, with 10.9% 
of young women and 44.3% of young men smoking; the average rate (in 
urban areas) is 14.9% for women and 58.2% for men. Furthermore, a 
survey of adults working in towns (Table 10) has show that the preva¬ 
lence rate is highest among women who are doctors or other profession¬ 
als (4). 


Tabic 10. Prevalence of smoking among adults working in towns in Morocco 


Profession 


Prevalence (*/•) 


— 

Men 

Women 

Average 


Various professions 

58.2 

14.9 

52.1 


Medical doctors 

53.0 

25.6 

50.0 


Paramedical personnel 

57.6 

9.3 

30.0 



Source: reference 4 . 
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In the Gulf region, a recent survey has shown that about 8% 
of women and 33% of men are smokers. It was also found that 
smoking prevalence was high among professional and expatriate 
women. 


Western Pacific 

Throughout the Region there are wide variations in smoking 
behaviour, which relate to ethnic origins, geographical areas, 
urban/rural differences, and the degree to which western life-styles 
have penetrated the cultures. The prevalence of smoking among 
women in the Region appears to be less than 10%, except in cer¬ 
tain rural areas of Papua New Guinea, where the prevalence is 
80%. However, the overall prevalence among women is increasing 
because of the increasing number of schoolgirls who are taking up 
smoking. 

• A survey of schoolchildren in Manila, Philippines in 1984 (31) found 
that 19% of the girls were smokers; thus smoking among women in 
Manila could now be at this level. Similarly, a survey of schoolchildren 
in Tahiti in 1979 found that the prevalence of smoking was slightly 
higher among girls (22%) than among boys, and this pattern could now 
be reflected in the adult population of the area (32). 

• In many of the small Pacific island communities, the prevalence of 
smoking among women showed marked variations, but was seldom less 
than 20% (5). 

• The largest country of the Region, China, could be expected to display 
a wide range of patterns. A survey of schoolchildren in 4 ‘key” schools 
and in ordinary schools was reported in 1982. (Key schools arc schools 
with the best student grades, best teachers and highest rate of students 
proceeding to higher education). In the ordinary schools, smoking by 
girls ranged from 0.4% at 12-13 years to 1.1% at 16-17 years. In the 
key schools, the rate was zero throughout. A household survey in Shang¬ 
hai County, published in 1982, reported an overall prevalence of 2.6% 
among women aged 15-70 years, with the highest rate (11.6%) in the 
age range 60-69 years. In this survey, only 44% of men were smokers, 
which contrasts with the rate of 95% reported for a rural area near 
Guangzhou; however, there was no indication whether the female smok¬ 
ing prevalence was also higher in this area. Information received recently 
by WHO (1991) from the National Patriotic Health Campaign Commit¬ 
tee gives the results of a 1984 survey of the population over 15 years of 
age. Smoking prevalence for men was given as 60% and for women the 
figure was 7%. The prevalence among women increased with increasing 
age and was higher among “workers” than among those in professional 
occupations (2). 

• A recent survey in Hong Kong found that the prevalence of smoking 
among both children and adults was higher in industrialized and densely 
populated urban areas than more residential areas. Among grade 3 and 
4 children (8-11 year olds) 10.2% of boys had tried smoking compared 
with 5.7% of girls (33). 
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Anti-smoking activities have been in evidence in Singapore since the 
1970s and they appear to have had some success. A survey in a low- 
income community with a demographic structure reflecting that of the 
Singapore population as a whole, carried out in 1978, showed that the 
prevalence of smoking was 6.3% among women and 44.3% among men. 
In 1984, the rates had fallen to 34.9% among men and 3.4% among 
women, and by 1988 were lower still at 24.6% among men and 2.4% 
among women. Although smoking is now declining in Singapore, the 
high levels of the early 1980s are still having their effect in an increasing 
lung cancer rate for both men and women. It is interesting to note that 
the smoking prevalence rates in different ethnic groups in 1978 (Chinese 
45%, Malay 13% and Indian 6%) arc reflected in the age-standardized 
lung cancer rates per 100 000: for men, Chinese 64.4, Malay 21.3, and 
Indian 13.1; and for women, Chinese 18.9, Malay 6.7, and Indian 7.4 

M- / 


as a basis for collecting information on tobacco use by women and 
monitoring its effects. 


Monitoring the epidemic 

The global and regional smoking patterns presented above 
show that urgent action to control the smoking epidemic is needed 
in developing as well as developed countries. 

The prevalence of tobacco smoking among women is well 
documented in most developed countries, as are the history and 
trends of smoking among women. Data on tobacco consumption 
and consequent ill health are comparatively rare in developing 
countries and more information on prevalence patterns and trends 
would greatly enhance the efficacy of any intervention. 

Data produced by various countries are difficult to compare, 
and will remain so for some time as the tools for the collection of 
the information have not yet been standardized. In the special case 
of surveys on tobacco consumption by women, as already men¬ 
tioned, care must be taken to ensure that prevalence data are not 
distorted by cultural norms or the acceptability of smoking by 
women in certain societies. 

Confronted with the lack of information, and the diversity of 
the available data, and in response to a request by the World 
Health Assembly to monitor and report regularly on the progress 
and effectiveness of Member States’ tobacco control programmes, 
WHO designed and circulated a summary country profile on the 
subject. This profile addresses tobacco consumption and preva¬ 
lence, together with tobacco-related mortality and morbidity and 
other issues essential for the development and evaluation of tobac¬ 
co control programmes. Section 1 of this profile outlines the 
‘‘ideal” information on tobacco consumption, prevalence and in¬ 
tensity that should be collected at intervals of one or two years if 
possible. The profile, which is reproduced in Annex 1, can be used 
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Chapter 3 

Tobacco or health 1 


Tobacco is a unique consumer product because of the number of deaths 
and diseases to which it is directly linked as a causal factor. The effects 
of tobacco consumption have been extensively documented for devel¬ 
oped countries and to a lesser extent for developing countries. It is now 
clear that smoking-related diseases have become “equal opportunity” 
diseases, affecting women and men in similar ways, if they have similar 
exposure to tobacco and smoking behaviour. Furthermore, women have 
additional specific risks related to reproduction. Smoking also contributes 
to poverty and malnutrition. 


Constituents of tobacco 

The different ways in which tobacco is used have been exam¬ 
ined in Chapter 2. The biological and health effects of tobacco 
consumption, including dependence, are caused by its various con¬ 
stituents. 


Constituents of tobacco smoke 

When a cigarette is smoked, a large number of chemical 
compounds are formed at the burning end, which are either in¬ 
haled through the cigarette as mainstream smoke, or are emitted 
into the air as sidestream smoke. 


1 Information and data presented in this chapter are based on many published studies (see 
references on pp. 103-106), and on unpublished evidence available to the International Agency for 
Research on Cancer and the World Health Organization. 
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Tobacco smoke is an aerosol, consisting of a particulate 
phase, composed of liquid droplets, dispersed in a gas/vapour 
phase. It contains a large variety of compounds, some 4000 of 
which have been identified and many have been quantified. Many 
of the major classes of organic chemical compounds are represent¬ 
ed; these compounds could also be classed by their effects on the 
body tissues, as chemical asphyxiants, irritants, ciliastatic com¬ 
pounds, carcinogens, cocarcinogens or pharmacologically active 
compounds; some have several effects. 

The aerosol particles in mainstream smoke vary in size from 
0.15 fim to 1.3 /mi, with a mean value of 0.4 /xm. In sidestream 
smoke the particles are smaller, varying from 0.01 /im to 0.1 /tin. 
Thus, the particles, the vapour phase constituents and the perma¬ 
nent gases can all reach the alveoli when inhaled and, indeed, it 
has been shown that smoke reaches every part of the trachea, 
bronchi and lungs and smoke constituents have been found to 
have been phagocytosed by alveolar macrophages. 

Cancers of the trachea, bronchus and lung are caused by the 
deposition of carcinogens in these tissues. Some carcinogens are 
absorbed by the lungs and transported to other parts of the body, 
where they initiate cancer in other tissues. 

Various diseases, grouped under the collective title of chronic 
obstructive pulmonary disease (COPD), arise from the smoke con¬ 
stituents which cause ciliastasis, produce hypersecretion and 
changes in the chemical structure and physical nature of mucus, ir¬ 
ritate the bronchi and bronchioles, and cause inflammation of the 
membranous bronchioles. 

The cardiovascular and cerebrovascular diseases are caused 
by the many smoke constituents that pass through the lungs and 
dissolve in the blood, affecting the haemoglobin, platelets, vascu¬ 
lar tissues and heart rate. 


Constituents of smokeless tobacco 

At least 2500 chemical constituents of unburnt tobacco have 
been identified. These include, in addition to compounds derived 
from the tobacco itself, many substances that are added to the 
tobacco during cultivation, harvesting and processing. Many of 
the major classes of organic chemical compounds are represented 
and among these are many with biological activity detrimental to 
health, such as irritants, carcinogens and psychoactive substances, 
the principal representative of the latter being nicotine. 
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Nicotine dependence 1 

Nicotine, an alkaloid, is a constituent of all tobacco products 
and is fundamentally the reason why people use tobacco: nicotine- 
free tobacco does not satisfy the needs of those who are dependent 
on tobacco. 

Alkaloids are a group of chemical compounds of plant ori¬ 
gin, many of which have long been used by people for their medi¬ 
cinal properties, their psychoactive effects and as poisons. Most 
alkaloids are poisonous at high concentrations and nicotine is no 
exception; at high exposure levels it is a potent and lethal poison. 

Alkaloids are by definition alkali-like and nicotine can exist 
as the free base or as a salt. When tobacco is combined with lime 
for chewing, as in south-east Asia, the nicotine is released from 
the tobacco as the free base, and absorbed in the mouth. Smoke 
from pipes and cigars also contains nicotine as the free base which 
is absorbed in the mouth and nose. The smoke from other 
nicotine-delivery devices, particularly cigarettes, is acidic; in this 
case, the nicotine is absorbed in the lungs. 

The absorption of nicotine by the blood is very rapid; nico¬ 
tine is quickly distributed to the brain and its effects on the central 
nervous system are manifested almost instantaneously. 

Studies in both humans and animals have shown that nico¬ 
tine is a potent psychoactive drug. High doses can lead to intoxica¬ 
tion and death; at doses typically obtained from tobacco products, 
nicotine is responsible for much of the pleasure and satisfaction 
obtained by tobacco users. Through activation of nicotine recep¬ 
tors in the central nervous system, nicotine can produce depen¬ 
dence. It also appears that nicotine can alleviate various dysphoric 
states associated with boredom, stress, and the nicotine withdrawal 
syndrome. 

Nicotine administration can lead to tolerance and physiologi¬ 
cal dependence. Tolerance is indicated by the diminished response 
to repeated doses of nicotine. Nicotine-induced physiological de¬ 
pendence and withdrawal are specific to the administration or 
removal of nicotine itself. The withdrawal syndrome includes a 
craving for nicotine, impaired ability to concentrate, disrupted 
cognitive performance, mood changes, and impaired brain func¬ 
tion. The severity of the symptoms may be such that heavy smok¬ 
ers are unable to abstain permanently from tobacco without treat¬ 
ment; however, the symptoms usually disappear within a few weeks. 


• This section is based on information received from Dr J. Henningfield, Chief, Clinical Phar¬ 
macology Branch, National Institute on Drug Abuse, Addiction Research Center. Baltimore, MD, USA. 
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Nicotine dependence, like other forms of drug dependence, is 
a progressive, chronic, relapsing disorder. The severity of the dis¬ 
order varies from low levels to levels at which the behaviour is 
highly resistant to change. 


Mortality and morbidity 

In 1980 the report of the US Surgeon-General on The health 
consequences of smoking for women (34) exposed clearly the falla¬ 
cy of the belief that women were immune to tobacco-related dis¬ 
eases. This impression was gained from studies conducted between 
1950 and 1980/which compared the death rates from tobacco- 
related diseases among men with those among women. More re¬ 
cent research has shown that whenever the cigarette smoking 
characteristics — in particular duration and intensity — of women 
emulate those of men, their relative risks of smoking-related illness 
are likely to be similar. 

Currently, tobacco use is estimated to account for 3 million 
deaths per year. More than half of these occur in developed coun¬ 
tries, and more than 300 000 of them are among women in these ■; 
countries. The cumulative exposure of women to tobacco (primari¬ 
ly from smoking) has been much higher in these countries than in : 
the developing countries and as a consequence the death* rates ? 
from smoking-related diseases among women in developing coun- ; 
tries are likely still to be relatively low. However, the mortality 
rates from other forms of tobacco use among women (primarily 
chewing) is substantially higher in developing countries, with an¬ 
nual estimates of at least 100 000 deaths in India alone. Current 
trends suggest that among women who smoke, at least 25% will 
die from smoking-related diseases. 

In Chapter 2, it was pointed out that the uptake and increase ;• 
in tobacco consumption by women is mainly in the form of smok- 
ing, particularly cigarette smoking; consequently this chapter will 
concentrate on this issue. However, in some developing countries ; 
such as India, cigarette smoking represents only a small fraction 
of the total tobacco consumption, in particular among women in 
rural areas. In these countries, smokeless tobacco is also imposing 
its burden of tobacco-related diseases and deaths. The risks of oral 
cancer, as well as of numerous odontological disorders and dis¬ 
eases of the mouth and gums, are greatly increased by the use of 
smokeless tobacco. Smokeless tobacco use has also been shown to 
be related to hypertension and an increased heart rate. In addition, 
tobacco chewing poses specific risks for women, e.g. for potential 
adverse effects on the fetus during pregnancy. 


Fig. 3. Estimated distribution of deaths from various smoking-related diseases 
among women in developed countries, 1985 
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In countries where smoking is a long-established custom, 
about 90% of lung cancer cases, 30% of all cancers, and over 
80% of cases of chronic bronchitis and emphysema are attribu¬ 
table to tobacco use, as are some 20-25% of deaths from coronary 
heart disease and stroke. In countries where smokeless tobacco use 
has been predominant, such as in the Indian subcontinent, it is a 
major cause of oral cancer. 

An overview of the principal causes of smoking-related 
deaths among women in the developed countries for which reliable 
mortality statistics are available is given in Fig. 3. Of the 300 000 
deaths attributable to smoking among women in these countries in 
1985, 21.1% were coded to lung cancer, 41% to cardiovascular 
diseases, primarily coronary heart disease and stroke, and 18.1% 
to chronic obstructive pulmonary disease. The proportionate dis¬ 
tribution was similar for men. 

In 1980 the US Surgeon-General made the following com¬ 
ments about women smokers in the United States, which can also 
be expected to apply in other countries: “Women demonstrate the 
same dose-response relationships with cigarette smoking as men. 
An increase in mortality occurs with an increase in the number of 
cigarettes smoked per day, an earlier age of beginning cigarette 
smoking, a longer duration of smoking, inhalation of cigarette 
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smoke, and a higher tar and nicotine content of the cigarette. 
Women who have smoking characteristics similar to men may ex¬ 
perience mortality rates similar to men” (34). 

• A recent study which examined the life expectancies of cigarette smokers 
and non-smokers in the United Stales found that women and men who 
are heavy smokers at 25 years of age can expect at least a 25% shorter 
life than non-smokers (55). 

A summary of the relative risks 1 for smokers in the United 
States for various causes of death is given in Table 11. In addition 
to the gender differences. Table 11 demonstrates how the risks for 
women multiplied over the two decades between the two studies, 
commensurate with their longer exposure to smoking. This is par¬ 
ticularly evident for lung cancer, where the relative risk increased 
almost fivefold to a level similar to that found for men in the 
1960s. A similar pattern is found in most developed countries and 
is likely to emerge in a growing number of developing countries as 
exposure to tobacco increases. 


Table 11. Summary of estimated relative risks for various causes of death among 
current cigarette smokers aged 35 years and older, Cancer Prevention Study, 
1959-65 (CPS-1) and 1982-86 (CPS-II) 


Underlying cause of death 


Coronary heart disease, 
age 35 

1.83 

1.94 

1.40 

1.78 

Coronary heart disease, 
age 35-64 

2.25 

2.81 

1.81 

3.00 

Cerebrovascular lesions, 
age 35 

1.37 

2.24 

1.19 

1.84 

Cerebrovascular lesions, 
age 35-64 

1.79 

3.67 

1.92 

4.80 

Chronic obstructive 
pulmonary disease 

8.81 

9.65 

5.89 

10.47 

Cancer of the lips, oral 
cavity, and pharynx 

6.33 

27.48 

1.96 

5,59 

Oesophageal cancer 

3.62 

7.60 

1.94 

10.25 

Pancreatic cancer 

2.34 

2.14 

1.39 

2.33 

Laryngeal cancer 

10.00 

10.48 

3.81 

17.78 

Lung cancer 

11.35 

22.36 

2.69 

11.94 


Source: reference 36. 


crs-i 

CPS-U 

CPS-I 

CPS-U 


1 Relative risk describes the risk of dying or developing a disease for a person exposed to a 
particular risk factor (in this case cigarette smoking) compared with someone not exposed. 
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( Estimates of relative risks are not available for women in de¬ 
veloping countries, but current rates of tobacco-related diseases 
are likely to be generally lower than in developed countries as rela¬ 
tively few women smoked until recently. Since there is a definite 
time-lag between the onset of smoking and the development of 
smoking-related diseases, such as lung cancer and heart disease, 
. the number of tobacco-related deaths among women in both 

developed and developing countries is likely to increase well into 
the next century. 

Tobacco consumption is also an important cause of morbidi¬ 
ty, affecting the quality of life of women, either as sufferer or 
carer for other family members affected by tobacco-related dis¬ 
eases. Ill health arises from numerous tobacco-related conditions, 
including respiratory distress, gastric ulcers and pregnancy compli¬ 
cations. The adverse effects of smoking on pregnancy range from 
low birth weight to increased incidence of spontaneous abortions, 
premature births, stillbirths and neonatal deaths. Low birth weight 
is one of the strongest predictors of infant mortality. 

Tobacco smoke is not only dangerous to the smoker but to 
nearby non-smokers as well. Besides the acute effects of eye and 
throat irritation due to exposure to the smoke, passive smoking is 
detrimental to the respiratory tissues and increases the risk of lung 
cancer and cardiovascular disease in non-smokers. Children are 
particularly vulnerable to the damaging effects of enforced passive 
smoking. 

Thus, in the case of women it is not enough to consider only 
the direct effects of tobacco consumption because, in most socie¬ 
ties, they are also the primary carers of children and their smoking 
puts these children directly at risk, as well as providing role models 
of smoking to children. Parental smoking may also have economic 
consequences and repercussions on the child’s well-being (e.g. few¬ 
er resources may be available to purchase food). 


Cardiovascular diseases 

Among the causes of death related to tobacco use, cardiovas¬ 
cular diseases represent the most important absolute risk. Both 
nicotine and carbon monoxide are contributory or supportive fac¬ 
tors in the development of coronary artery and peripheral vascular 
disease. In many developed countries, there have been dramatic 
falls in mortality from these diseases due largely to a reduction in 
risk factors, including smoking cessation. Further reductions in 
mortality are possible with further decline in smoking. 
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Coronary heart disease j 

Coronary heart disease (CHD), including acute myocardial 
infarction (heart attack) and chronic ischaemic heart disease, is j 

more common in women who smoke than in those who are non- j 

smokers. Cigarette smoking increases the risk of CHD by approxi¬ 
mately twofold, and in younger women it may increase the risk 
several-fold. Cigarette smoking also acts synergistically with other 
CHD risk factors, producing a risk greater than the sum of all the , 

individual risks. 

Overall, the death rate from CHD among smokers is 
80-90% greater than among non-smokers, equivalent to a 
2-4-fold greater risk of sudden death. The risk of myocardial in¬ 
farction is milltifactorial. The presence of one or more of the 
major CHD risk factors, such as cigarette smoking, hyper- 
cholesterolaerriia, and hypertension puts individuals at high or very 
high risk. The risk of CHD is also increased among diabetic smok¬ 
ers and among smokers with genetic familial hyperlipidaemias. 

Studies in North America, northern Europe and Japan have 
shown that cigarette smokers are at greater risk than non-smokers 
for fatal and non-fatal myocardial infarction and for sudden 
death. Women who smoke and use oral contraceptives are on 
average about 5-10 times more likely to develop heart disease 
than those who use the pill and do not smoke. This risk increases 
with age, and is particularly high among women over 40' years. 

The estimated risk of myocardial infarction among current smok¬ 
ers also increases with the number of cigarettes smoked daily and 
does not depend on either the nicotine or carbon monoxide yield 
of the cigarette. In other words, the risk of CHD is not reduced 
by smoking cigarettes with a lower tar and nicotine yield. This is 
particularly important for women who may smoke these cigarettes, 
thinking them to be safer. 

However, there is clear evidence that giving up smoking 
markedly reduces the risk of dying from heart disease or stroke. 

This decline in risk is evident soon after giving up smoking and 
continues with time. There is thus considerable scope for further 
marked declines in mortality and morbidity from CHD among 
women as smoking cessation programmes become more effective. 


Cerebrovascular disease 

In populations where women have smoked for several de¬ 
cades, it is estimated that smoking accounts for approximately 
55% of deaths from cerebrovascular disease in women under 
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65 years. The two major types of cerebrovascular disease (collec¬ 
tively known as “stroke”) are: (a) cerebral infarction, and (b) 
cerebral haemorrhage. Cigarette smoking makes a significant, in¬ 
dependent contribution to the risk of stroke, which increases with 
the number of cigarettes smoked. Use of both the pill and 
cigarettes synergistically increases the risk of cerebral haemorrhage 
in women. 

Until recently, the relationship between cigarette smoking 
and the risk of stroke had been unclear. Recent studies have now 
confirmed that smoking is an important independent risk factor 
for stroke in both women and men and that the risk decreases on 
cessation of smoking. The risk of stroke among women smokers 
is highest among middle-aged women and stroke is therefore 
responsible for a significant number of premature deaths among 
women smokers. 


Atherosclerosis 

While the incidence of peripheral vascular disease is increased 
among all smokers, the condition is more common in men than in 
women. There is a significant association between cigarette smok¬ 
ing and atherosclerosis, cigarette smoking being directly related to 
the extent of atherosclerotic disease involving large and small ar¬ 
teries in the lower extremities. Diabetes mellitus and cigarette 
smoking are key risk factors for arterial disease of the lower ex¬ 
tremities and the cause of many amputations. 


Aortic aneurysm 

Cigarette smoking has been associated with an increased risk 
of aortic aneurysm. The mortality rate from abdominal aortic 
aneurysm among cigarette smokers (male and female) is 2-8 
times the rate among non-smokers. 


Hypertension 

Cigarette smoking has also been associated with low serum 
levels of high-density lipoprotein and hypertension. Smoking by 
patients with hypertension is an important disease risk factor; the 
risk of coronary heart disease and stroke is 50-60% higher in 
smokers with high blood pressure than in non-smokers with high 
blood pressure. 
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Cancer 

Each year, it is estimated that about 6.5 million new cases of 
cancer occur throughout the world, with about half of them occur¬ 
ring in men and half in women. For women, the most common 
cancers arc breast cancer, cervical cancer, colorectal cancer, 
stomach cancer and lung cancer, in that order. Among men, lung ■ 

cancer is most common (reflecting their longer and more extensive j 

exposure to tobacco than women), followed by stomach cancer, 
colorectal cancer, cancer of the mouth and pharynx and prostate | 

cancer. 

In developed countries, smoking is estimated to cause about 
85 000 cancer deaths a year among women or approximately 8% 
of all deaths from cancer among women. Among men, over 
500 000 cancer deaths a year or just over 40% of all cancer deaths 
are attributable to smoking. The proportions are undoubtedly low¬ 
er in developing countries but are increasing. 

• In India it is estimated that about one-fifth of all cancers in women are 
attributable to tobacco use (37). 

* In south-east Asia, where smokeless forms of tobacco are widely used, 
cancers of the mouth and pharynx arc twice as common as lung cancer 
in men and are the third most common form of cancer in women. 

Lung cancer 

Cigarette smoking is considered to be the major cause of 
lung cancer in populations where smoking has been common for 
many years. In developed countries, smoking is associated with 
about two-thirds of lung cancer cases among women; however, in 
the United Kingdom and United States, where women have been 
smoking for several decades, it is associated with about 80% of 
cases. Since the 1960s, there has been a steady and dramatic in¬ 
crease in the number of deaths from lung cancer among women; 
overall, death rates from lung cancer among women in developed 
countries increased by almost 200% between 1957 and 1987 (see 
Fig. 4). Lung cancer death rates in Japan, Norway, Poland, j 

Sweden and the United Kingdom doubled, and in Australia, Den- j 

mark and New Zealand increased by 200%. In Canada and the 
United States, the rates increased by over 300%. 

In addition to the number of deaths, the suffering ex¬ 
perienced by cancer patients should also be recognized. Unfor¬ 
tunately, for most tobacco-related cancers, particularly lung 
cancer, the case-fatality rate (death rate among those who have the 
disease) is very high and survival is usually short, of only a few 
months* duration. ! 
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Fig. 4. Trends in lung cancer mortality by sex in developed countries, 1957-87 



1955 1960 1965 1970 1975 1960 1985 1990 

. Year 

* Death rate for each period expressed as a percentage of the mortality level lor 1955-59. 

The risk of lung cancer among women smokers increases 
with the number of cigarettes smoked per day, duration of smok¬ 
ing behaviour, degree of inhalation, age of starting to smoke, and 
amount of tar (high, medium or low). In the determination of the 
risk of lung cancer associated with the quantity of tobacco 
smoked, two components can be identified: the number of 
cigarettes smoked per day and the duration of smoking behaviour. 
While an increase in either factor leads to a higher risk, the effect 
of the duration of smoking is greater than that of the daily con¬ 
sumption of tobacco. 

Cigarette smoking is associated with the majority of cases of 
lung cancer in women and men. In addition, some cases are linked 
with passive smoking, while others are linked with exposure to 
other carcinogens, such as radon. There have been reports of an 
increased risk of lung cancer among coal miners and studies have 
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been conducted to examine the risk for subjects exposed to radon j 

in their homes. Most of the increase in risk occurred among smok- ! 

ers. Living in houses with a high level of exposure to radon will | 

be especially harmful to women smokers, who usually spend more j! 

time at home. | 

Evidence for cigarette smoking being the major cause of lung t 

cancer mortality is provided in Fig. 5, which illustrates the sharp 
increase in mortality among women smokers in the United States 1 

over the period 1960-86, compared with the constant low rate 
among women who are non-smokers. 


Fig. 5. Age-standatdized death rates from lung cancer among women in the 
United States. 1960-86 



1960-64 1965-68 - 1969-72 1982-86 


In Japan, Scotland and the United Stales, lung cancer now 
accounts for more deaths among women than breast cancer (Fig. 
6). In other parts of the United Kingdom, as well as in Australia 
and Denmark, lung cancer mortality rates among women are 
reaching breast cancer mortality rates. In England and Wales, 
lung cancer mortality rates among women have increased by 250% 
since the 1970s, and have almost overtaken breast cancer in wom¬ 
en aged 65-75 years who started smoking during the Second 
World War. 

The trends in mortality from lung cancer among women in 
developed countries are shown in Table 12. Only in a few coun- 


Fig. 6. Trends in age-standardized death rates from lung and breast cancer 
among women aged 35-74 years. Scotland and the United States. 1955-89 



tries (France, Portugal and Spain) are lung cancer death rates still 
low; however, the rates in these countries will rise sharply in the 
near future as a result of the very significant proportions of young 
women who now smoke. 

As more and more women die from lung cancer, the levels 
of mortality from the disease in some countries are rapidly con¬ 
verging towards those in men. As Fig. 7 shows, the male to female 
ratio of lung cancer death rates in countries such as Australia, 
Denmark, England and Wales, and the United States declined dra¬ 
matically from 7-10:1 in the early 1960s to 3:1 in 1985. This 
trend is expected to continue as the smoking epidemic among men 
in these countries stabilizes or begins to decline but rates for wom¬ 
en continue to rise. 


Other cancers 

Figures based on studies in the United States of America 
show that smoking is associated with a very significant proportion 
of other cancers in women, including cancer of the oral cavity 
(61%), oesophagus (75%), pancreas (34%), larynx (87%), bladder 
(37%), and kidney (12%). 
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Table 12. Patterns and trends of lung cancer mortality among women 
oped countries, 1950-90 

in devel- 

^ __ Age-standardized" mortality rate trom lung cancer per 100 000 population 

1950-54 

1960-64 

1970-74 

1975-79 

1980-84 

!985-90 b 

Group / — Mortality high and rising 





Australia 4.5 

5.6 

9.7 

12.2 

15.1 

18.6 

Canada 4.8 

6.0 

u.o 

15.6 

21.5 

29.6 

Denmark 6.1 

8.7 

13.7 

18.2 

25.0 

34.4 

England & Wales 8.8 

12.5 

19.2 

22.8 

26.3 

30.1 

Hungary 8.1 c 

10.1 

12.0 

13.1 

15.7 

20.8 

Ireland 6.0 

9.2 

16.7 

20.4 

24.7 

28.3 

New Zealand / 4.2 

7.1 

13.9 

16.7 

19.9 

24.9 

United Stales 5.7 

7.4 

15.1 

20.4 

26.9 

33.9 

Group 2 — Mortqfity intermediate and rising steadily 



Austria 8.8 C 

8.4 

9.5 

10.2 

11.8 

12.8 

Belgium 5.2 C 

6.1 

7.4 

8.5 

9.4 

11.1 

Czechoslovakia 7.9 C 

8.1 

8.1 

9.1 

10.2 

12.3 

Germany 5.6 

7.0 

7.1 

7.9 

9.2 

11.8 

Italy 3.9 

5.8 

7.1 

8.2 

9.1 

10.8 

Japan 1.9 

5.8 

8.0 

9.5 

11.2 

12.6 

Netherlands 4.7 

5.1 

5.9 

7.3 

10.1 

14.9 

Norway 3.7 

3.9 

5.6 

6.9 

9.5 

14.6 

Sweden 5.4 

5.6 

7.9 

9.3 

11.3 

14.2 

Switzerland 4.6 

4.5 

5.7 

6.6 

8.4 

10.2 

Group 3 — Mortality low and rising slowly 



% 

Finland 6.1 

5.4 

6.1 

7.5 

8.6 

9.4 

France 4.5 

5.2 

5.1 

5.3 

5.9 

7.5 

Portugal 3.1 c 

3.4 

4.6 

4.6 

5.4 

6.0 

Group 4 — Mortality still on plateau 





Spain 3.4 

5.2 

5.9 

5.8 

5.6 

5.5 


■ The “European” population age structure was used as the standard. 

b Latest available year. 

c Data refer to 1955-59. 

Source: Lopez AD. Changes in tobacco consumption and lung cancer risk; evidence from na¬ 
tional statistics. In: Hakama MM et al.. cd. Evaluating effectiveness of primary prevention of cancer . 
Lyon. International Agency for Research on Cancer, 1990, pp. 53-76 (IARC Scientific Publications. 
No. 103). 

Laryngeal cancer has recently become more common in 
women. Smokers are at higher risk of the disease, thus with the 
increased prevalence of smoking among women, an increase in the 
incidence of laryngeal cancer could be expected. Such a tendency 
may be present in a few countries, but is difficult to assess ac¬ 
curately because of the still low rate of the disease in women. 
However, the male to female ratio of laryngeal cancer death rates, 
which in most parts of the world is of the order of 10-20:1, is 
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Fig. 7. Trends in malc/female mortality ratio from lung cancer in selected coun¬ 
tries, 1950-86 



much lower (5-6:1) in countries such as Canada and the United 
Kingdom, where women smoked heavily in the past. 

Oral cancers include cancers of the lips, tongue, gums, buc¬ 
cal mucosa, hard and soft palate, salivary glands, floor of the 
mouth and oropharynx. Oral cancer is a major problem in certain 
developing countries, particularly in south-east Asia, where a vari¬ 
ety of traditional tobacco uses (e.g. chewing or smoking with the 
burning end of the chutta inside the mouth) are associated with 
85-90% of cases among women. Cigarette, pipe and cigar smok¬ 
ing have all been linked to an increased risk of oral cancer. 
Heavy use of alcohol has been identified as an independent risk 
factor. The use of both tobacco and alcohol combined with poor 
oral hygiene or inadequate dentition also increases the risk of de¬ 
veloping oral cancer. 

Use of smokeless tobacco products (snuff and various forms 
of chewing tobacco) has been associated with cancers of the gingi¬ 
va, mouth, lips, tongue, pharynx, larynx and oesophagus. Inha¬ 
lation of snuff has also been linked to the occurrence of nasal 
cancer. 

The highest reported incidence rate in the world for cancer 
of the mouth is among women in Bangalore, India, where women 
have considerably higher rates than men; this pattern is also found 
in Madras. In contrast, the incidence of lung cancer among wom¬ 
en in these cities is extremely low. Again, this shows that when as¬ 
sessing the global effects of tobacco consumption, it is not 
sufficient to consider only cigarette consumption and lung cancer. 
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The risk of oesophageal cancer increases with the use of 
tobacco and alcohol. Mortality rates from the disease among pipe 
and cigar smokers are similar to rates among cigarette smokers. 

Cigarette smoking is a risk factor for both urinary bladder 
and kidney cancer . Smoking compounds the risks of certain tropi¬ 
cal diseases: the risk of bladder cancer, for example, is greater 
among people suffering from schistosomiasis, and ^-naphthyl- 
amine contained in tobacco tar is a bladder carcinogen (38). 
Smoking also enhances the risk of bladder cancer associated with 
certain occupational exposures. 

Cigarette smoking is closely linked to the occurrence of pan¬ 
creatic cancer , with the risk increasing with an increase in cigarette 
consumption. J 

• Studies have shown that the mortality ratio for pancreatic cancer was 
1.94 for Japanese women smokers in comparison with non-smokers, and 
2-3 for women smokers in Sweden and the United States {34, 39). 

• Studies in Japan and Sweden have shown that women who smoke are 
1.6-2.7 times more likely to develop bladder cancer than those who do 
not smoke {34). 

Significantly, for women, cigarette smoking has been as¬ 
sociated with a twofold increase in the risk of cervical cancer. 
This may in part be due to confounding with other risk factors 
since this form of cancer is also strongly linked with certain types 
of sexual behaviour which might be more prevalent among smok¬ 
ers than non-smokers. Young women who start smoking at an ear¬ 
ly age, for example, may also become sexually active at an earlier 
age than those who do not smoke. 

A number of studies have shown a slightly lower risk of en¬ 
dometrial cancer among women smokers. This may be due to the 
anti-estrogenic effect of tobacco. However, the prevalence of this 
type of cancer is very low and the reduction in risk is negligible 
compared with the greatly increased risk of other cancers associat¬ 
ed with smoking. 


Bronchopulmonary diseases 

There are several bronchopulmonary disease conditions that 
are classified under the heading chronic obstructive pulmonary dis¬ 
ease (COPD). Undoubtedly, smoking is the most important risk 
factor for COPD in developed countries, although atmospheric 
pollution in cities and indoor pollution from fires in houses 
without chimneys are major contributory factors for women in de¬ 
veloping countries. Industrial dust and fumes in the workplace 
have also been implicated, but to a much lesser extent. COPD may 
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be defined as a condition characterized by the development of air¬ 
ways obstruction and the presence of chronic bronchitis, bronchio¬ 
litis, emphysema or asthma. Emphysema, a major component of 
COPD, is an abnormal permanent enlargement of the air spaces 
distal to the terminal bronchioles, either from dilatation or from 
obstruction of their walls. Most people who die from COPD have 
emphysema. 

• In the United States, COPD morbidity has significantly increased in 
women, while it has remained almost constant in men. The trends in the 
prevalence of COPD — stable or downwards for men since 1980, and 
upwards for women — are consistent with changes in cigarette smoking 
among these groups {37). 

Several studies have shown that respiratory conditions, such 
as cough, sputum, wheezing and dyspnoea (shortness of breath) 
are more common among smokers than among non-smokers. 
There is also a higher frequency of pulmonary functional abnor¬ 
malities among smokers. 

The prevalence of chronic bronchitis among smokers in¬ 
creases with the number of cigarettes smoked per day. A close 
relationship has been demonstrated between cigarette smoking and 
chronic cough or sputum production in women; these symptoms 
also increase with the number of packs smoked over the years. 

In developed countries, COPD mortality is highest in the 
eastern European countries, England and Wales, Ireland, and 
Scotland, and is lowest in southern Europe, Israel and Japan. 
However, differences are difficult to quantify because of differ¬ 
ences between countries in diagnostic and coding practices. In the 
past, the trend in COPD mortality has been upwards. In recent 
years there have been substantial declines in death rates in most 
countries for the major causes of death, but not for COPD or 
lung cancer. 

• In the United States, COPD is one of the few leading causes of death 
that has shown a steady increase since 1950. The trend for COPD mor¬ 
tality has been similar to that for lung cancer. More than 95% of COPD 
deaths occur in people over the age of 55. Men have appreciably higher 
death rates than women; however, the rate of increase has been much 
more rapid among women than men since 1979. Whereas men showed 
a 16% increase in mortality, women have experienced a 73% increase 
{40). It has been estimated that the smoking-attributable proportions of 
mortality from COPD in the USA are 84% for men and 79% for women 
{ 41 ). 

In European countries, COPD mortality in women over 55 
years is increasing. In England and Wales, the increase is about 
8-9% per year; trends are also upwards for women in France, 
the Netherlands, and Scotland. 
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• In a Swedish study, the death rate from bronchitis, emphysema and 
asthma among female smokers was 2.2 times that among non-smokers; 
this ratio is similar to that reported for the United States (J9). 

In developing countries few reliable data are available and it 1 

is difficult to give a precise picture of the situation. In some coun- ! 

tries, such as China and Nepal, the combination of smoking and 
passive smoking with exposure to domestic smoke from cooking 1 

and heating in poorly ventilated houses has been associated with 
an increased incidence of chronic bronchitis and cor pulmonale. < 

Reproductive health 

Smoking fs associated with increased risks of infertility. 

Women who smoke are more susceptible to infections of the 
reproductive tract and may be less fertile. For example, women 
who smoke more than 20 cigarettes a day are three times more 
likely than non-smokers to take more than a year to conceive, with 
three times the risk of primary tubal infertility, and a greater risk 
of ectopic pregnancy. 

Furthermore, women who smoke and use oral contraceptives 
are at greater risk of cardiovascular disease than those who use the 
pill and do not smoke (see p. 37). 

Smoking during pregnancy has been associated with prema¬ 
ture delivery, spontaneous abortion and fetal and perinatal death. 

Some of the conditions present a risk for the health of the mother 
herself, and may occur particularly in countries where pregnant 
women do not generally have easy access to adequate care in the 
event of problems such as ectopic pregnancy, and where there is 
a greater incidence of anaemia among women. 

In the Indian subcontinent, associations have been reported 
between use of smokeless tobacco during pregnancy and adverse 
reproductive outcome. In one study, the stillbirth rate among 
women who chewed tobacco during pregnancy was much higher 
than that among women who did not. Furthermore, the offspring 
of the mothers who chewed tobacco had a lower birth weight; this 
was associated with a decrease in the mean gestation period (42). 

Similarly, smoking during pregnancy has been shown to in¬ 
crease the risk of delivering a low-birth-weight baby, independent¬ 
ly of factors such as race, parity, maternal size, socioeconomic 
status, sex of child, or gestational age. There is a dose-response 
relationship, i.e. the more the woman smokes during pregnancy, 
the greater the reduction in birth weight. If the mother is able to 
give up smoking by the fourth month of gestation, her risk of 
delivering a low-birth-weight baby is similar to that of a non- 
smoker. i 
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According to research conducted in developed countries, 
women who smoke have 1.2-1.8 times as many spontaneous 
abortions as women who are non-smokers. 

• In a study at three hospitals in New York, USA, the risk of having a 
spontaneous abortion for regular smokers increased by 46% for the first 
10 cigarettes smoked a day, and by 61% for the first 20 cigarettes (J6). 

Smoking is an important risk factor for perinatal death. It 
has been estimated in some developed countries that if all women 
gave up smoking, the number of fetal and infant deaths would 
drop by approximately 10%. The sudden infant death syndrome, 
a major cause of infant mortality in developed countries, has also 
been linked to maternal smoking during pregnancy. Mortality 
from this condition has been rising in several countries and in 
some countries, such as France, Germany and the United King¬ 
dom, now accounts for 20-25% of all infant deaths. 

• A recent survey of more than 360 000 births in Missouri, USA, and a 
survey of 281 000 births in Sweden, have shown that smoking plays a 
significant role in late fetal and early neonatal death, especially when 
combined with other biological risk factors, such as high maternal age 
and multiple births. The Swedish study suggested that smoking was 
responsible for 11% of late fetal deaths and 5% of early neonatal deaths 
(36). 

In those developing countries where the health of the mother 
and her baby is already jeopardized because of poverty and mal¬ 
nutrition, these disadvantages combined with the effects of smok¬ 
ing will have an even greater impact on the incidence of perinatal 
mortality. 

• In Chile it is estimated that 10% of non-accidental perinatal deaths are 
attributable to smoking (J<5). 

Menstrual disorders including dysmenorrhoea, premenstrual 
tension, irregular menses and secondary amenorrhoea have been 
associated with smoking, and women who smoke typically go 
through the menopause two or three years earlier than non- 
smokers. Cigarette smoking seems to increase the risk of estrogen- 
deficiency diseases, such as postmenopausal osteoporosis and sub¬ 
sequent fractures. After the menopause, the risk of cardiovascular 
disease among women becomes equal to that among men. 


Other effects on well-being 

Nicotine reduces the circulation of blood and the uptake of 
oxygen, affecting not only the skin, but also the hair and the eyes. 
Contrary to the images of youthful and healthy women often 
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promoted in cigarette advertising, smoking produces bad breath, 
gum disease, dental problems, a hoarse voice, cough, a decreased 
sense of smell, stained teeth and fingernails, and premature 
wrinkles. 

Similarly, use of smokeless tobacco can stain the teeth and 
cause bad breath, tooth erosion, dental caries, tooth loss, a 
decreased sense of taste, alveolar bone destruction and gingival 
recession, as well as other effects on gingival and periodontal 
health. The healing of oral lesions has also been noted to be slow¬ 
er among users. 


Studies have shown that exposure of women to smoking and 
asbestos multiplies the risk of lung cancer. Women who smoke 
and are exposed to cotton dust have a higher risk of developing 
byssinosis, chronic bronchitis and chronic obstructive pulmonary 
disease and show abnormal effects in pulmonary function tests 
more often than those who do not smoke. 

• A study of workers in mills producing cotton and man-made fibres in 
England showed that the prevalence of byssinosis among women and 
men who smoked was 1.4 times that among non-smokers; the risk was 
strongly associated with the duration of exposure to cotton dust {34). 


Smoking and occupational health 

In addition to the direct effects caused by tobacco consump¬ 
tion, smoking may interact with hazardous materials in the 
workplace. 

— Tobacco products may become contaminated with toxic 
agents in the workplace; they can facilitate the entry of 
the agent by inhalation, ingestion and skin absorption. 

— Chemicals may be transformed into more harmful agents 
with smoking. 

— Certain toxic agents in tobacco smoke may ^lso be 
present at the workplace, leading therefore, to increased 
exposure to the agent. 

— Smoking may act synergistically with toxic agents. 

— Smoking can cause accidents at the workplace, for exam¬ 
ple, fires and even explosions. 

Women with the same occupational exposure to environmen¬ 
tal hazards and smoking behaviour as men are likely to develop 
similar health problems. Furthermore, smoking and occupational 
exposure may have a cumulative effect on the health of the fetus 
or the mother during pregnancy. 

Air pollution or occupational exposures were often believed 
to be the main reasons for increased lung cancer mortality. While 
these factors have been shown to be linked to mortality from lung 
cancer and the occurrence of other respiratory diseases, active 
smoking has been shown to have a much greater effect. Indeed, 
in situations where there is both outdoor and indoor air pollution, 
active smoking multiplies the risks. In addition, active smoking is 
something that can be avoided; cleaning ambient air is more 
difficult and is a slower process. 


Passive smoking 

Passive smoking, also known as involuntary smoking or in¬ 
halation of environmental tobacco smoke, is of increasing concern 
because of growing awareness of its detrimental effects on health. 
Important considerations in examining the risks of passive smok¬ 
ing are the composition of environmental tobacco smoke and its 
toxicity and carcinogenicity. 

Environmental tobacco smoke has two constituents: main¬ 
stream cigarette smoke exhaled by the smoker and sidestream 
smoke, the smoke emitted from the burning end of the cigarette. 
Comparison of the chemical composition of the smoke inhaled by 
active smokers with that inhaled by involuntary smokers suggests 
that the toxic and carcinogenic effects are qualitatively similar; 
however, although there is a greater dilution of sidestream smoke, 
greater amounts of many of the organic constituents of smoke, in¬ 
cluding some carcinogens, are found in sidestream smoke. 

Exposure to environmental tobacco smoke increases the risks 
of disease for non-smokers. This concerns women in two respects. 
Firstly, women smokers are fewer in number than men smokers, 
both in the home and at work, and therefore larger numbers of 
women than men are more likely to be exposed to passive smok¬ 
ing. Secondly, as women are usually the primary carers of the fa¬ 
mily, children are more likely to be exposed to passive smoking if 
their mother smokes than if their father smokes. 

According to the 1986 report of the US Surgeon-General (39) 
there is compelling evidence that : 

— involuntary smoking is a cause of disease, including lung 
cancer, in otherwise healthy non-smokers; 

—- children whose parents smoke have an increased frequen¬ 
cy of respiratory infections, increased respiratory symp¬ 
toms, and slightly lower rates of increase in lung function 
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as the lung matures than children whose parents are non- 
smokers; 

— the simple separation of smokers and non-smokers within 
the same air space may reduce, but does not eliminate, 
the exposure of non-smokers to environmental tobacco 
smoke. 


Health consequences for women 

Women’s health may be impaired by other people’s tobacco 
smoke at hom£, at work or in public places. Several studies have 
shown that women who are non-smokers and whose partner 
smokes have a 20-50% greater risk of developing lung cancer 
than those whose partner does not smoke. 

• The National Research Council report for 1986 stated that at least 2500 
of the 12 000 deaths from lung cancer among non-smokers in the United 
States could be attributed to passive smoking. The total number of 
deaths from lung cancer in the United States in 1986 was about 136 000. 

The effects of exposure to a partner’s smoking may be 
manifested only after many years of exposure for cancers, but 
there are several more rapid detrimental effects on the heart and 
cardiovascular system. ' 

• A study conducted among rural women in the USA showed that the rela¬ 
tive risk of death from cardiovascular disease was 1.59, and 1.39 for all 
causes of mortality, for women whose partners smoked cigarettes com¬ 
pared with women whose partners were non-smokers, after adjustment 
for age, cholesterol, blood pressure, and body mass {43). 

Women who work in the service sector often have little con¬ 
trol over policy on smoking on the premises. Such is the case for 
canteen staff and most secretaries. However, it should be noted 
that a number of recent litigation cases in Australia, Sweden and 
the United Kingdom have recognized that passive smoking is an 
occupational hazard. 

Furthermore, the effect of passive smoking on pregnant 
women deserves more attention. If a woman who does not smoke 
is exposed to tobacco smoke during pregnancy, there could be 
detrimental effects. 

• A study in Osaka, Japan, of 3478 pregnant women showed that the 
prevalence rate of low birth weight increased with the intensity of ex¬ 
posure to tobacco smoke during pregnancy; among non-smokers, the 
prevalence was 3.8% for women whose partners were non-smokers, but 
5.6% for women whose partners were smokers {44 ).• 
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Health consequences for children 

Many women are becoming more aware of the danger of 
smoking during pregnancy, but are unaware of the risks of smok¬ 
ing after delivery; few regular smokers realize that their children 
are passively smoking. 

• In a study in Japan, schoolchildren were found to have quantities of 
smoke-related chemicals in the urine related to the number of cigarettes 
that their parents smoked at home. A study carried out in the United 
Kingdom had the same findings, even among children aged between 11 
and 16, where the amount of cotinine in their saliva was related to the 
number of smokers in the family (A. Charlton, personal communica¬ 
tion, 1991). 

Children who are constantly exposed to tobacco smoke have 
a tendency to suffer from a series of health problems in the first 
few years of life, especially respiratory illnesses and infections. A 
higher incidence of pneumonia and bronchitis during the first year 
of life in children whose parents smoke, as well as an increased 
frequency of admission to hospital have been observed. Children 
whose mothers smoke have also been found to have a higher fre¬ 
quency of acute bronchitis, tracheitis and laryngitis than those 
whose mothers are non-smokers. Acute respiratory illness during 
childhood may have long-term effects on the growth and develop¬ 
ment of the lungs, and might make the lungs more susceptible to 
the effects of active smoking, as well as to the development of 
chronic obstructive pulmonary disease in adult life. 

• In the United States a study of 650 children aged 5-10 years showed 
that the prevalence of chronic wheezing was 1.9% in children whose par¬ 
ents were both non-smokers, 6.9% in children whose mother or father 
smoked, and 11.8% in children whose parents were both smokers. Chil¬ 
dren whose parents smoke have a 30-80% higher prevalence of chronic 
cough or phlegm than children of non-smokers, as well as an increased 
risk of asthma; passive smoking may also exacerbate any existing health 
problems {39). Asthmatic children of smokers arc reported to experience 
improvements in their condition when their parents stop smoking {45). 

• A recent study among children aged 8-11 years in Hong Kong found 
that parental smoking in the home was significantly associated with an 
increased risk of coughs and phlegm (5J). 

Several studies report that chronic middle ear effusions in 
children are related to parental smoking, being more frequent 
when both parents smoke. 

Concurrent symptoms might appear when a child is overex¬ 
posed to tobacco smoke. For example, there is a condition known 
as the Monday morning syndrome, which occurs when children 
who have been inhaling smoke during the weekend develop otitis 
and respiratory infections on Sunday evening and have to see 
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the doctor on Monday morning. 

Another effect of passive smoking is that it predisposes and 
indirectly encourages children to smoke. Children of parents who 
smoke are more likely to smoke themselves as adolescents and 
adults, having been brought up in a smoking environment (see 
Chapter 4, p. 60). 


Economic consequences 

Tobacco consumption is not only a major health hazard but 
an economic burden on individuals and families. Economic studies 
in a number of developed countries have demonstrated that the 
costs of smoking for society are far higher than the revenue 
brought to the country by the tobacco industry. They include: 

— The costs of direct medical care (including increased neo¬ 
natal care costs). 

—* The cost of absenteeism from work (in Canada it has 
been estimated that smokers are absent from work 
33-45% more than non-smokers). 

— The cost of fires and industrial accidents caused by smok¬ 
ers and the related increased insurance costs. ' 

— The costs related to time spent on smoking. Not only 
does smoking decrease the productivity of the person con¬ 
cerned but it may disturb non-smokers and create undue 
stress between workers, and between workers and em¬ 
ployers. 

— The costs related to maintenance. Smoking creates litter 
and necessitates more frequent renewal of decoration, 
furnishings and filters in ventilation systems. 

The economic consequences of smoking in developing coun¬ 
tries revolve around two main principles. Firstly, the use of tobac¬ 
co increases health care costs in poor countries, where this cost is 
often directly borne by the individual. Secondly, many poor fami¬ 
lies spend a significant proportion of their income on tobacco in¬ 
stead of food. This can lead to dietary deficiencies among these 
families, particularly among women and young girls, who are 
often the last to be served at mealtimes. 

• In Bangladesh, a survey has shown that smoking five cigarettes a day in 
a household could lead to a monthly dietary deficit of 8000 calories; this 
is nearly a quarter of the monthly maintenance energy requirements of 
a 12-kilogram child (46). 
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The general effect of smoking is that poor families are be¬ 
coming poorer, especially in rural areas, where up to 5°/o of mone¬ 
tary income may be spent on tobacco. Smoking during pregnancy 
adds to poverty, malnutrition, and anaemia, all of which contri¬ 
bute to infant death, particularly in developing countries. How¬ 
ever, for a few countries, tobacco is also an important cash crop, 
and reductions in tobacco production should be compensated for 
by the promotion of other crops. 

Some of the economic consequences of tobacco consumption 
may be more acutely felt by women. For example, special mention 
can be made of the consequences of absenteeism from work of the 
wage-earning partner in countries where no compensatory scheme 
exists; or of the consequences of children falling ill from passive 
smoking causing increased absenteeism from work for the person 
who has to take care of them. 

In both developed and developing countries, the effect of the 
illness or death of a father will have catastrophic effects upon the 
life of the children and the surviving partner both psychologically 
and economically. If it is the mother who dies, the consequences 
for the children may be particularly dire. 

Furthermore, in some developing countries the tobacco grow¬ 
ing and manufacturing industries employ a substantial proportion 
of women. Hence, when tobacco consumption decreases, it will be 
necessary to consider alternative employment for these women. 

Assessing further the effects of the epidemic 

In developed countries the effects of smoking on women’s 
health have been well documented. In view of their traditional so¬ 
cial and reproductive roles, these effects may pose more risks for 
them than would the same behaviour in men. This greater risk 
should be a source of concern in all countries as smoking rates 
among women are increasing. There is a need for additional as¬ 
sessment and appreciation of the risks incurred by women com¬ 
pared with men. Particular care should be taken to investigate all 
aspects of the influence of smoking on maternal death. 

In particular, there is a growing awareness of the effects of 
passive smoking on health but while the evidence for lung cancer 
is clear, further investigations are needed to clarify the role of en¬ 
vironmental tobacco smoke in the etiology of other disease condi¬ 
tions and to determine the long-term consequences of passive 
smoking for children. 

While there is now enough information to justify action, the 
paucity of data in many developing countries makes it a matter of 
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urgency for studies to be conducted in these countries, to confirm 
the information found in other parts of the world. Section 2 of the 
country profile in Annex 1 gives an outline of the type of mortali¬ 
ty and morbidity data necessary to assess the scale and effect of 
smoking epidemics; and section 3 provides the basic economic 
data necessary to analyse the economic impact of tobacco in the 
individual countries. 

In addition to the studies described above, further socioeco¬ 
nomic investigations and in-depth studies are required on the rela¬ 
tionship between smoking, family nutrition and nutritional status 
of women and young girls in poor countries. 

A deeper understanding of the consequences of maternal ill¬ 
ness on family'Iife would allow a more comprehensive assessment 
of the wider consequences of the consumption of tobacco by wom¬ 
en. It would also be desirable to investigate the psychological and 
economic effects of the death of the main carer of the family. 
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Why women start 
and continue to smoke 


\ Many factors affect the initiation and maintenance of tobacco use by 

I girls and women. Both internal factors such as self-esteem and self- 

image, as well as external factors such as social acceptability and 
tobacco advertising are important. Initiation factors are complex and 
differ, not only between developed and developing countries, but also 
between different groups within countries. Maintenance of consumption 
of tobacco is due both to nicotine dependence and to the difficulties in 
quitting which stem from different sociocultural backgrounds and social- 
structural factors such as multiple roles, low income, stress and coping 
behaviours. 

Women are also specifically targeted by the tobacco industry through 
special brands, and through advertising and promotions which target 
their aspirations. There is also the issue that the fear of losing revenue 
from advertising prevents the media from reporting on the risks to 
women’s health from smoking, to the extent warranted by the problem. 
Media collaboration is needed to make women aware of the hazards of 
j smoking and help them stop. Smoking is very much a women’s issue 

and should be recognized as such. 


Smoking usually begins in adolescence, the time for discov¬ 
ery, challenge and experimentation, but the process of becoming 
a smoker may have begun in childhood. 

The reasons that will motivate women to continue smoking 
are quite different from those pushing young girls to start. While 
there seems to be little gender difference in relation to why 
teenagers start to smoke, in some developed countries more young 
girls smoke than young boys. Smoking patterns vary considerably 
among the young from one country to another, depending on the 
social acceptability of tobacco, sociocultural and religious factors, 
the availability of tobacco, advertising, the relative cost of tobac- 
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co, and health education activities. All these aspects must be taken 
into consideration to understand the various stages involved in be¬ 
coming a smoker, as well as the factors influencing the mainte¬ 
nance of smoking. 

When young girls start smoking 

Although some try their first cigarette as children, the 
majority of smokers start smoking in their teens, and most girls 
experiment with cigarettes around the age of 10-14 years. Girls 
who move from occasional to regular smoking are more likely to 
continue smoking into adult life. In most countries few people 
start smoking after the age of 18-21 years; however, in some 
countries such.as China, prevalence is low during adolescence and 
increases during early adulthood. 


Why young girls start smoking 

The process of becoming a smoker is complex, and is intrin¬ 
sically linked to social and individual motivations. Most young 
people try smoking for several reasons, including: stimulation and 
challenge (rebellion against parents or society, curiosity, excite¬ 
ment); to create an identity and satisfy need for self-esteem — to 
feel good, appear more adult and sophisticated, and look better; 
and to belong to a group, to be approved and accepted by friends 
who smoke and to avoid peer group disapproval or rejection. 
Many young girls also regard smoking as a way of keeping slim. 

Furthermore, adolescence is often a period of rebellion and 
smoking is one of the risk-taking behaviours that may appeal to 
young girls. Smoking is often associated with alcohol and drug use 
as well as sexual activity in female teenagers. While these be¬ 
haviours are frequently concurrent, the motivating factors can be 
diverse and depend on the environment. 

The process of becoming a smoker essentially involves four 
stages: (1) awareness; (2) initiation/experimentation; (3) habitua¬ 
tion; and (4) maintenance/dependence. These stages are influenced 
by sociocultural, environmental and personal factors, the influence 
of which is dynamic and can change over time. For some girls and 
women, opportunities, age or class position will affect the process 
of initiating and maintaining smoking. 
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Sociocultural factors 

Social acceptability 

Social acceptability refers to a situation within a specific cul¬ 
tural context, in which a particular behaviour is considered ap¬ 
propriate, so that those demonstrating the behaviour are permitted 
to continue, even if they are harming themselves or others. It also 
implies that societies may be reluctant to interfere in this be¬ 
haviour. 

What is particularly dangerous about tobacco is the fact that 
it is a legal drug which in many countries has gained a social ac¬ 
ceptability that hitherto has gone unquestioned. Yet, in some 
countries, such as countries where Islam is the predominant 
religion, smoking by women is not socially acceptable and may 
even be forbidden. According to the Koran, anything that is harm¬ 
ful to health and to the individual, such as smoking or use of alco¬ 
hol, both of which are considered destructive, should be banned. 
In other countries, legislation and other measures to control smok¬ 
ing may help to keep prevalence rates low. Smoking may, for ex¬ 
ample, be prohibited in public places, or forbidden among certain 
age groups, e.g. in Japan, smoking is only allowed from the age 
of 20. Religious and cultural beliefs may also act as a deterrent. 

An overview of the estimated prevalence of smoking among 
women in various developing countries indicates that women are 
sensitive to social or religious acceptability, factors which con¬ 
tributed to keeping prevalence rates low among women in deve¬ 
loped countries in the past and which are responsible for keeping 
rates low in most developing countries today. Care should be 
taken to ensure that if these social attitudes begin to disappear as 
these countries develop, then specific educational programmes are 
created so that the prevalence of smoking among women will not 
increase. 

In the experimental stage (less than one cigarette per week), 
the teenager tries to create her self-image in society and this be¬ 
comes reinforced with time. It is an image that she sees in others, 
and that is generally imposed upon her by the positive and desir¬ 
able images of smoking promoted by tobacco advertising. Such 
images are potentially powerful influences in adolescence. The 
“social aspects’’ of smoking (e.g. use of certain brands of 
cigarettes), although reinforcing smoking among young smokers, 
become less important as the smoking behaviour develops, depen¬ 
dence increases and smoking becomes part of the daily routine. 
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Parental influence 

Most children first learn about smoking from their parents, 
teachers or other influential figures, and are more likely to take up 
smoking if their parents smoke or have permissive attitudes to 
smoking. Learning to smoke starts with the awareness stage, 
where the young girl’s attitude towards smoking is influenced by 
parents or relatives who smoke. She learns about the “dynamics” 
of smoking, the postures, and the places to smoke and, being a 
passive smoker, becomes accustomed to the smell and sight of 
cigarettes. In developed countries, girls in particular appear to be 
influenced by their parents’ smoking behaviours and attitudes, 
although this decreases as they become older. Mothers have a par¬ 
ticularly strong impact on their daughters’ smoking behaviour, 
whenever they are taken as role models. 

• In the United States studies have found that girls arc five times more 
likely to take up smoking (20.3% versus 4.1%) if they live with one or 
both parents and an older sibling who smoke than if there are no smok¬ 
ers in the household (47). 

• A study in New Zealand revealed that the percentage of children who 
had tried smoking and whose mother or father smoked was highest at 
9 years of age and progressively decreased as they became older. At 9 
years of age, having a friend who smoked did not influence smoking be¬ 
haviour; by 11 years of age, however, it made a difference. Thirteen- 
year-old girls tended not to smoke if their mother was a non-smoker. 
Girls aged 9-15 years seemed to be influenced to try smoking if their 
father smoked or was an ex-smoker. Those who had never smoked by 
15 years of age were likely to have a father who was a non-smoker {48). 

• In Canada and the United Kingdom, studies have shown that children 
whose parents arc smokers are twice as likely as children whose parents 
arc non-smokers to become smokers themselves. 

Parents’ authority in prohibiting smoking has also been 
shown to play an important role in preventing early uptake of 
smoking. 

• A study in Norway showed that 62.5% of 15-year-old students whose 
parents allowed them to smoke smoked daily, compared with 16.7% of 
students whose parents did not {12). 

Peer influence 

Having friends who smoke can be another predictor of fu¬ 
ture smoking. Many young people try their first cigarette because 
of peer influence; almost 75 ff /o of all first cigarettes are smoked 
with another teenager. The concept of “peer pressure” has been 
consistently identified as a factor influencing smoking behaviour 
among young people. Many young people experiment with smok¬ 
ing in groups, and peer approval is an important mechanism 
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for maintenance of smoking behaviour. Young people who smoke 
usually do so “with friends” and smoking clearly represents a so¬ 
ciable activity for them. Fear of rejection may lead a young girl 
to try a cigarette when offered one by friends whom she values. 
Refusal to do so might mean losing her friends who smoke, being 
isolated from the rest, set aside and ridiculed. On the other hand, 
most young people who are non-smokers have friends who do not 
smoke. For these reasons helping young women develop the confi¬ 
dence and skills to resist social pressures to smoke would contri¬ 
bute to a reduction in the prevalence of smoking. It is also 
important to show them how non-smoking can lead to an im¬ 
provement in their social lives. 

• An anti-smoking programme in Italy (Table 13) demonstrated that stu¬ 
dents whose best friend smokes arc more likely to be smokers than are 
students whose best friend is a non-smoker {49). 


Table 13. Concordance and discordance in smoking behaviour among friends 
(Italy: 562 students) 


Respondent 


Best friend 

Smoker 

Non-smoker 

Male 

Smoker 

61.8 

38.2 

Non-smoker 

36.6 

63.3 

Female 

Smoker 

79.7 

20.3 

Non-smoker 

27.8 

72.2 


Source: reference 49 . 


Personal factors 

Self-image 

Smoking is portrayed in advertising as a means of attaining 
maturity, adulthood, and popularity, and of being sophisticated, 
sociable, feminine, and sexually attractive. In developed countries, 
where the media promote an image of female attractiveness which 
equates being thin with desirability, evidence shows that weight 
control and dieting are major obsessions among adolescent girls. 
For these girls, being slim gives them self-confidence and is 
fashionable. 

• A Canadian study showed that two out of three teenage girls attending 
schools run by the London Board of Education, Ontario, were on diets 
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by the age of 13, and 30% of them had used drastic measures such as 
drugs, laxatives, and vomiting while dieting. Most of these girls had also 
reduced their degree of participation in sports and other physical activi¬ 
ties (12). 

• In the United Slates, a survey (NIDA High School Senior Survey) 
showed widespread use of non-prescription diet pills among girls aged 
13-18 years. Another survey showed that more smokers than non- 
smokers used diet pills (47). 


Self-esteem 

Studies have repeatedly found that girls who have low self¬ 
esteem are mord likely to take up smoking. A recent WHO study 
in Europe (50) found that girls who felt that they had a lot of con¬ 
trol over their health and life in general were less likely to become 
smokers than those who felt they had little control. Research in 
developed countries has shown that children who smoke are more 
likely to be under-achievers at school, have low academic goals, be 
alienated from school and be less interested in continuing with 
their education than children who are non-smokers. 

Using smoking to bolster self-confidence stems from the 
widespread belief that smoking can help calm nerves, control 
moods and alleviate stress — all important concerns during adoles¬ 
cence. By showing attractive young women, with handsome male 
partners, socializing with groups of clearly successful and confi¬ 
dent people, tobacco advertisements accurately evaluate young 
people’s insecurities, and convince them that they can develop 
these desirable qualities if they smoke. 

• A study in the United Kingdom showed that having positive beliefs 
about the advantages of smoking was an important predictor of taking 
up smoking in girls but not boys. Girls who thought that smoking made 
people look more grown-up, helped calm nerves and control weight, 
gave confidence and was enjoyable, were the most likely to start 
smoking (51). 


Disposable income 

For many young girls the initiation of smoking corresponds 
to a rise in disposable income. It has been shown, in a few coun¬ 
tries, that teenagers may be even more sensitive than adults to the 
relative price of cigarettes and that the price affects not only 
whether teenagers smoke, but also how much they smoke. Thus a 
rise in the price of tobacco products can influence the level of con¬ 
sumption; however, even with little money, priority may be given 
to the purchase of cigarettes (see p. 67). 
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Knowledge 

Knowledge, beliefs and attitudes about smoking also in¬ 
fluence smoking behaviour. In developed countries, studies have 
shown that adolescents who smoke are usually less knowledgeable 
about the health risks involved, do not believe that smoking will 
affect them personally, or consider that the short-term benefits 
outweigh any health risks. However, knowledge alone is not suffi¬ 
cient to prevent smoking among adolescents, since many misinter¬ 
pret the risks involved. 

In developing countries, young girls’ knowledge about smok¬ 
ing and its effects on health is likely to be much lower because of 
the lack of systematic health education programmes and the struc¬ 
tural barriers such as scattered rural populations and high levels of 
illiteracy. 

• In 1986, 92% of adults and 85% of smokers in the United States be¬ 
lieved that smoking is a cause of cancer. The proportions of smokers 
who did not believe that smoking increases the risk of developing lung 
cancer, heart disease, chronic bronchitis and emphysema were 15%, 
29%, 27% and 15%, respectively. These percentages correspond to be¬ 
tween 8 million and 15 million adult smokers in the United States. Only 
18% of smokers were “very concerned” about the effects of smoking on 
their health, and 24% were not at all concerned. About half of the 
smokers incorrectly believed that a person would have to smoke 10 or 
more cigarettes a day before health would be affected (id). 

• In Finland, it was found that many smokers, while they generally accept¬ 
ed that smoking was harmful, thought that their consumption level was 
low enough not to cause any serious harm. In many studies it has been 
shown that most smokers, especially young smokers, believe that they 
will not smoke in 5 years* time, i.e. they will give up smoking in the near 
future (52). 

• In Canada, a study of smoking behaviour among 17-year-olds found 
that smokers were less knowledgeable about the health risks and had 
more positive attitudes to smoking, were more likely to have parents and 
friends who smoked, were less physically attractive and in poorer physi¬ 
cal condition, had lower levels of academic achievement, had less well- 
educated parents and were of lower socioeconomic status (12). 


Environmental factors 

Advertising and sales promotion 

The tobacco industry is dependent on a mass market. Be¬ 
cause many smokers die prematurely and others quit, the only way 
for the tobacco industry to maintain high levels of economic ac¬ 
tivity and profits is to recruit new smokers, especially from among 
women and the young. The art of marketing is to tailor a product 
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to appeal to specific target groups after a careful analysis of the 
potential market within a country, by projecting its image through 
packaging, advertising and promotions, and adjusting whenever 
possible and necessary its price and availability. 

The tobacco industry actively promotes the view that tobacco 
promotions, including advertising and sponsorship, do not in¬ 
crease cigarette sales or encourage people to start smoking, but 
merely affect the brand choice of adult smokers. There is now 
considerable evidence from developed countries that children are 
aware of tobacco advertising, that tobacco promotions influence 
whether young people start and continue to smoke, and that in 
countries that have banned cigarette advertising, cigarette smoking 
has declined more rapidly among young people than in countries 
that have not, 

• Although tobacco advertising had been banned in the countries of cen¬ 
tral and eastern Europe, the recent economic changes have raised the 
question of allowing advertising. The transnational tobacco industry has 
responded by launching an extensive marketing and advertising cam¬ 
paign in these countries. In Hungary, for example, where tobacco adver¬ 
tising had been banned by a ministerial regulation (not by a law), the 
situation is now being reconsidered. The transnational tobacco industry 
has begun sales promotions by distributing patches, umbrellas, watches 
and similar items which tempt the local small businesses and are already 
visible in the streets. There are few established mechanisms and little ex¬ 
perience in enforcing the existing regulations (personal communication, 
T. Piha, 1991). 

* In 1986, a transnational tobacco company introduced a “female brand*’ 
of cigarettes into Hong Kong, clearly targeted at young women, with im¬ 
ages of emancipation, slimness, beauty and desirability. Only about 1% 
of women under the age of 40 years smoked in Hong Kong at the time, 
so this was a clear attempt to create a market. It would thus seem to 
have litUe relevance to “brand-switching”, which the tobacco industry 
frequently claims is the purpose of its advertising. 

Over the past few years in developed countries and in some 
developing countries, the tobacco industry has targeted both its 
products and its advertising at women in a number of ways: 

— The promotion of brands through advertisements and 
sponsorship using images and messages that depict smok¬ 
ing as being glamorous, sophisticated, romantic, sexy, 
healthy, sporty, relaxing, liberated, rebellious and, last 
but not least, slimming, although in countries where to be 
slim is not the fashion, this message is omitted. Cigarette 
companies have also portrayed smoking as a “torch of 
freedom”, a “tool of beauty” and a sign of progress. 

— Advertising in women’s magazines. This not only en¬ 
courages smoking by women but may also discourage 


reporting about the risks of smoking to women’s health. 
In some countries, it has been shown that magazines that 
are dependent on revenue from cigarette advertising are 
less likely to cover the health hazards. This has been 
demonstrated by the case of a famous magazine in the 
USA that disclosed the details of the compromises it had 
been forced into before it stopped including advertise¬ 
ments in 1990. 

• A survey (1990-91) of the most popular women’s magazines in 13 
European countries, which together have over 50 million female readers, 
found that 69% of the magazines accepted cigarette advertisements and 
only 22% had given major coverage to smoking and health issues in the 
previous year. Although the majority of these magazines refused or 
avoided using images of models smoking, two out of five had no re¬ 
strictions on using such photographs. Indeed, some magazines, particu¬ 
larly those from France, Italy and Spain, appeared to be promoting 
smoking through the widespread use of positive images of models smok¬ 
ing ( 53 ). 

• It has been estimated that in the United Kingdom, despite restrictions on 
tobacco advertising, a collective readership of 7 million women aged 
15-24 years arc exposed to tobacco advertising through women’s maga¬ 
zines. Magazines that refused cigarette advertisements were more likely 
to have covered smoking and health issues than those that accepted 
cigarette advertisements. Indeed, revenue from cigarette advertising in¬ 
creased between 1985 and 1989, while coverage of smoking and health 
issues declined (53). 

While a few television and radio networks and magazines 
now reject tobacco advertising, others attempt to justify it with ar¬ 
guments such as: 

— readers are responsible for what they read and can make 
their own judgements; 

— the media are not responsible for the outcome as far as 
cigarette advertising is concerned; 

— cigarette advertisements are acceptable as long as they 
carry a health warning; 

— the advertising policy is determined by the publishers and 
there is no right to impose censorship. 

Other sectors of the leisure industry, such as sport and the 
arts have also become dependent on revenue from tobacco compa¬ 
nies, particularly for the organization of international sporting 
events and the staging of expensive productions. Glamorous 
models, successful individuals and sporting personalities, teenage 
pop idols and film stars all feature in cultural events, TV soap 
operas, plays and films which depict smoking as being an essential 
component of their success. These programmes, films and maga- 
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zines reach many different audiences around the world and, par¬ 
ticularly in developing countries, may create aspirations and im¬ 
ages of sophisticated life often equated with Western life-styles, 
which are both unrealistic and harmful to their audience’s health. 

Cigarette companies also have other ways of targeting wom¬ 
en, such as through female sports sponsorship (e.g. tennis), sup¬ 
port of women’s organizations, and funding of other activities. 

In the developing countries there are few limitations on 
tobacco advertising, and therefore its influence on young girls, 
who may have little knowledge about the harmful effects of smok¬ 
ing, may be even more powerful than in developed countries. At 
present tobacco advertising in developing countries tends to be 
directed at the general public, although there is evidence that 
women are becoming special targets. In Asia, women are consi¬ 
dered to represent a potential market for tobacco, and evidence 
suggests that even where tobacco advertising is prohibited by regu¬ 
lations, such as in China, it is still widespread. 


Product development and marketing 

As public awareness of the health effects of tobacco has 
grown, in many countries the tobacco companies have responded 
by increasing the amount and variety of tobacco products and pro¬ 
motions that are targeted specifically at women. A common 
characteristic of these efforts is an attempt to pre-empt or allay 
health concerns by introducing cigarettes with lower tar and nico¬ 
tine yields; however, these do not significantly lower the risk of 
many tobacco-related diseases. Indeed, people who switch to low- 
nicotine cigarettes often compensate for the reduction by inhaling 
more deeply or smoking more often. 

The tobacco industry may even create “women only” 
brands, using particular colours, shapes, sizes, names and tastes to 
give women the impression that if they smoke, they will be suc¬ 
cessful, youthful, happy and healthy. This has been done in de¬ 
veloping as well as developed countries, as exemplified by the 
promotion of a “female brand” in India in 1990. This marketing 
is often complemented by tobacco sales in places frequented by 
women, such as dress shops and grocery stores. This approach 
needs to be recognized early if it is to be properly counteracted. 
Another marketing strategy designed to appeal to women may be 
to sell the cigarettes in packages containing fewer cigarettes. 
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Availability 

The easier tobacco is to obtain, the more likely it is that 
young women will use it. It is important to limit its availability to 
prevent dependence. As mentioned earlier, in some countries such 
as Japan, cultural attitudes may discourage girls from purchasing 
cigarettes, while in others, social or religious factors may prevent 
women from smoking. However, many countries do not control 
tobacco sales to children, and even in countries where there are 
laws prohibiting such sales, these are often not fully enforced and 
children are still able to buy cigarettes, e.g. from cigarette-vending 
machines. 


Price 

Studies in Europe and the United States have shown that the 
relative price of cigarettes is an important factor in determining 
the prevalence of smoking and tobacco consumption. Young peo¬ 
ple appear to be even more responsive to cigarette price changes 
than adults. Studies carried out in Austria, Finland, Ireland, the 
United Kingdom and the United States have shown that the de¬ 
mand for cigarettes varies inversely with price; when prices in¬ 
crease, cigarette consumption decreases. The response depends on 
the age and socioeconomic status of the smoker. Similarly, a study 
in rural Nepal has shown that saving was a major reason for stop¬ 
ping smoking. 

In some countries it is difficult for certain groups to afford 
cigarettes. In Peru, for example, cigarette smoking is adopted by 
the more affluent and literate Peruvians and the Indian population 
rarely smokes because cigarettes are too expensive. Poverty may 
also mean limited access to television and other media advertising. 
In other countries, however, cigarettes are made available to low 
socioeconomic groups. For example, in Egypt and India, cigarettes 
are sold singly as well as in packs, and cheaper forms of tobacco 
products (bidis, hand-rolled cigarettes and hookah) mean that 
many people can afford to smoke. 

Smoke-free environment 

A smoke-free environment, in public or at home, is self- 
promoting. A young girl who is used to living in a smoke-free en¬ 
vironment is likely to perceive the odour of tobacco smoke as un¬ 
pleasant and later on to insist on clean air at work as well as at 
home, thus contributing to the concept of a tobacco-free society 
and life-style as the social norm. 
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Social disadvantage, assessed by measures such as parents’ 
education and occupational level, has been shown in several deve¬ 
loped countries to be a predictor of smoking. This may be partly 
because children in these countries who grow up in socially and 
economically disadvantaged families and communities are more 
likely to be exposed to smoking through their families and the 
community. It might also be because they have less access to other 
leisure and recreational pursuits as well as experiencing greater lev¬ 
els of alienation. 

Smoke-free workplaces prevent people from starting to 
smoke in stressful situations, which are reported to be a cause of 
smoking initiation among young workers. Smoke-free public 
places such as restaurants are important in underlining the prevail¬ 
ing social norm, and also in helping smokers to quit and prevent¬ 
ing relapse. 

Smoke-free environments are particularly important in 
schools, where they should form part of a comprehensive policy 
on smoking which includes staff and students. 

• A study in the United States found that the prevalence of smoking was 
lowest in schools that had the most comprehensive smoking policies 
which covered smoke-free environments as well as education on smoking 
( 54 ). 


Why do smokers continue to smoke? 

The maintenance of smoking behaviour has been studied in 
many developed countries where it has been found to be in¬ 
fluenced by a number of interrelated factors. The pressures that 
encourage a young girl to smoke are also important in determining 
whether she continues or decides to quit, and whether she is suc¬ 
cessful in doing so. As the experimenter becomes a regular smoker 
dependent on nicotine, a young woman’s rationalization of her be¬ 
haviour and dependence may be added factors in her continuing 
to smoke. 

Some of these factors may also be valid in developing coun¬ 
tries; however, research is required to identify which ones and to 
determine those that may be most prominent in the context of eco¬ 
nomic development. 


Physiological factors 

Dependence 

Nicotine is a potent psychoactive drug (see Chapter 3). Once 
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the teenager has progressed beyond the initiation and experimental 
phases and her body has adapted to the effects of nicotine, smok¬ 
ing behaviour becomes established and dependence is created. 

• A recent study in the United Kingdom has indicated that nicotine can 
play an active role in reinforcing smoking from a very early stage. The 
saliva cotinine concentration of young occasional smokers indicated that 
some were inhaling and obtaining pharmacologically significant doses of 
nicotine (55, 56 ). 

Mild, low-nicotine cigarettes facilitate the initiation of smok¬ 
ing during the learning process, and as a young girl or woman be¬ 
gins to smoke regularly, her body gets used to regular doses of 
nicotine and she becomes physiologically dependent. She develops 
a pattern of daily smoking, such as smoking after meals and at 
coffee breaks. Having partners and friends who smoke reinforces 
the dependence. * 

Weight 

Since many women in developed countries believe giving up 
smoking will lead to a weight gain (and studies have shown a 
weight gain of about 2-4 kg after giving up smoking among some 
women), they may continue to smoke in order to control their 
weight. Smoking becomes a way of avoiding eating, an appetite 
suppressant or an aid in dieting. It is well documented that smok¬ 
ers have a lower mean weight than ex-smokers and non-smokers. 
Although a variety of factors may explain this observation, there 
is evidence of a direct effect of smoking on metabolism. 
Studies in animals have shown that administration of nicotine in¬ 
creases metabolic rate. Furthermore, nicotine has been shown to 
have a greater effect on body weight and eating behaviour in fe¬ 
male rats than in males. In humans, nicotine has been found to 
cause a marked increase in metabolic rate, both at rest and during 
light exercise. 


Psychosocial factors 

Psychosocial factors influencing the maintenance of smoking 
can be negative, such as stress and negative emotions, or positive, 
such as to obtain pleasure; the former seem to be the major in¬ 
fluence in women, the latter in men. 

Negative emotions 

Women smokers report that smoking helps them cope with 
loneliness, sadness, grief, anger and frustration. It is something to 
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hold on to when something else is lost, as it is comforting and is 
sometimes the only support available. 

Many women find themselves under constant pressure at 
work and at home. The employed woman often has many roles to 
assume — a job to perform, a boss to please, a house to run, a 
family to care for — and in having to meet the demands, expecta¬ 
tions and needs both at work and at home, she is confronted with 
many role conflicts. Many women smokers believe that smoking 
calms their nerves, relieves stress, and reduces feelings of anger 
and frustration. In societies where it is not acceptable to show 
emotions such as anger, hostility, and aggressiveness, cigarettes 
help restrain those negative feelings. In addition, the smoking of 
a cigarette gives the opportunity for a pause in a busy day. 

Many women who are dependent on tobacco also believe that 
they cannot cope without cigarettes. Many smokers, including 
young smokers, experience nicotine withdrawal symptoms on quit¬ 
ting, such as increased craving for nicotine, irritability, restlessness 
and decreased concentration. Thus, rather than being a direct ef¬ 
fect of their smoking, feeling calmer may result from relief of in¬ 
cipient withdrawal symptoms. The critical testing times for 
smokers who decide to give up are associated with negative emo¬ 
tions, and there is evidence that relapse is more likely to occur in 
such situations. 

Some women may structure their day with cigarettes, using 
them as excuses for breaks or as rewards. Women in low-status 
jobs may smoke to break monotony and help them deal with frus¬ 
trating tasks. Many women on low incomes, with little time to 
themselves, see cigarettes as their only luxury. 

A young mother surrounded by children may find that the 
only moment of peace and relaxation, and indeed, her only treat 
of the day, is to light a cigarette while having a cup of coffee. 
Since young mothers often feel isolated from the world outside the 
home, they may use smoking as a way of identifying with the 
adult world, escaping the pressure of daily tasks, and separating 
themselves from their children. 


Social environment 

Women may smoke to maintain an image, to be accepted by 
others and to adhere to social conformity. The behaviour may be 
reinforced by the environment, such as friends who smoke, smok¬ 
ing areas, tobacco advertising and social pressure. 
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Which women smoke? 

In countries with the longest history of widespread smoking, 
it was the more affluent and educated women who first took up 
smoking, but they were also the first to give it up. As described 
in Chapter 2, the women who are now most likely to smoke, at 
least in developed countries, are those on low incomes, with low- 
status jobs, or who are economically inactive (unemployed), are 
single, separated or divorced, have low levels of academic achieve¬ 
ment, or are from underprivileged ethnic groups. Lack of educa¬ 
tion and low income may also mean less access to adequate 
information concerning smoking and its effects on health and less 
opportunity to change their way of life. 

• In Ihc United Kingdom, quantitative and qualitative research has shed 
light on why mothers on low incomes continue to smoke. These studies 
have revealed the budgeting strategics that poor households develop in 
the struggle to meet needs and avoid debt. Poor families give priority to 
essential items such as housing, fuel and food and severely restrict 
spending on non-essential and personal items (such as clothes, hobbies 
and alcohol). Consequently, minimal spending by women might be an* 
ticipated as they are usually responsible for making ends meet, particu¬ 
larly those in households with children where the needs of the younger 
generation place additional financial pressures on the adults (57). 
However, tobacco is one exception to the economic rule by which low- 
income families organize their finances. Unlike most other categories of 
household expenditure, spending on tobacco is inversely related to in¬ 
come (see Table 14). 

Furthermore, spending on tobacco among low-income households with 
children is higher than among low-income households without children. 


Table 14. Weekly expenditure of households wilh two adults and two children In 
the United Kingdom, 1988 

Weekly expenditure (£)" " 


Item of expenditure 

Household Income 
under £175 a week 

All households 

Housing 

15.52 

03) 

32.51 

06) 

Fuel, light, power 

10.08 

( «) 

11.41 

(6) 

Food 

34.21 

(28) 

42.99 

(22) 

Alcohol 

5.46 

( 4) 

7.84 

( 4) 

Tobacco 

5.55 

( 5) 

4.24 

( 2) 

Clothing, footwear 

7.40 

( 6) 

15.92 

( 8) 

Household goods 

20.05 

06) 

33.37 

07) 

Transport 

12.75 

00) 

27.99 

(14) 

Services 

11.59 

( 9) 

21.56 

00 

Miscellaneous 

0.68 

(0.5) 

1.28 

(0.6) 

Total 

123.29 


199.11 



* Figure in parentheses gives expenditure as a percentage of total weekly expenditure. 
Source: reference 57 . 


71 



Source: https://www.industrydocuments.ucsf.edu/docs/tyhlOOOO 



WOMEN AND TOBACCO 


WHY WOMEN START AND CONTINUE TO SMOKE 250301 7831 


The highest per capita expenditure on tobacco is among one-adult house¬ 
holds with children. 

Qualitative studies of caring highlight the experiences that underlie these 
associations between smoking, poverty and caring for children. In one 
study of 57 mothers caring for children in low-income households, half 
were smokers. These women described how smoking was associated with 
breaks from caring, where they rested and had something to eat and 
drink. Cigarettes were not only associated with the maintenance of nor¬ 
mal caring routines, they were part of the way women coped with break¬ 
downs in these patterns of caring. In particular, smoking was described 
by smokers as a major strategy employed when their children’s demands 
became “too much to cope with”. 

When asked what they did in these circumstances, the respondents typi¬ 
cally dt^cribed how they created a space — symbolic if not physical — 
between themselves and their children and then filled this space with a 
self-directed activity. Smoking a cigarette was the major self-directed ac¬ 
tivity for mothers who smoked. 

In these conditions, other luxury items and leisure activities had been 
surrendered in the pressure to make ends meet. As other studies have 
found, the level of spending on clothes, shoes, make-up, haircuts and 
non-essential food items by these mothers was low. Within a life-style 
devoid of personal spending, cigarettes could be the only item that wom¬ 
en bought for themselves (57). 

Women who are subject to discrimination or oppression 
(such as battered women, victims of sexual assault, immigrants, 
racial minorities, single mothers, and women with disabilities) may 
be more likely to be smokers. Research is needed among these 
groups to develop and make available appropriate public educa¬ 
tion and public information programmes, as well as support and 
counselling services on tobacco control. 

In countries where cigarette smoking is comparatively new 
among women, the fact that it has been adopted by the more 
affluent professional women may be due to the more liberated 
environment in which they live and work, their relative affluence 
and their urban environment which expose them to tobacco adver¬ 
tisements and make cigarettes more accessible. Nevertheless, it 
should be emphasized that in some countries, such as India, 
women in rural areas still use tobacco more than those in urban 
areas do. 


Women as role models 

In many occupations, women present a social and be- } 

havioural image which is taken as a role model by girls and other 
women. 

Women, as primary carers and educators of children and ! 

others, are in a powerful position to influence smoking behaviour. 
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Consequently, they can play an important role in smoking preven¬ 
tion and cessation. 

For children and adolescents, their mothers, friends and 
schoolteachers can all have a positive effect by encouraging them 
not to smoke and by setting an example. Later on, women in 
health professions, i.e. primary health care workers, nurses, and 
doctors, can also serve as educators by informing and advising pa¬ 
tients, such as pregnant women or women on the pill. As women 
may prefer to go to female doctors, they may be more likely to 
confide in them, express their concerns, and if they smoke accept 
advice on quitting. Studies have shown that physician advice is 
particularly effective with light smokers. 

Women in sport and the media can also reverse the social ac¬ 
ceptability of smoking among women and show that those who do 
not smoke are healthy, attractive and beautiful, and that intelli¬ 
gent women do not smoke. 

Women in political, governmental and nongovernmental or¬ 
ganizations, while dealing with women’s issues, are well placed to 
encourage women to stop smoking and can help promote non¬ 
smoking behaviour. They can also be instrumental in the passing 
of legislation and/or regulations. 

Activists in the women’s movement can also influence the 
image of cigarette smoking. Equating smoking to women’s equali¬ 
ty has been criticized by a number of feminist thinkers. 
Smoking is a feminist issue in terms of the smoking-related mor¬ 
bidity and mortality in women. It is also identified as a feminist 
issue because cigarette advertising is promoting a distorted and 
misleading image of smoking. 


Documenting the epidemic 

To determine the extent of the epidemic and to develop the 
means for action against the consumption of tobacco by women, 
not only are standardized epidemiological data necessary, but be¬ 
havioural studies are needed to increase our understanding of the 
factors that influence smoking and smoking behaviour in different 
populations. 

While the motivations of girls and women in developed coun¬ 
tries have been partially documented, not enough has been done 
to identify the determinants of smoking for women in developing 
countries. An analysis of the influence of the different factors en¬ 
couraging or preventing women from smoking in different eco¬ 
nomic and sociocultural settings are important subjects for health 
system and socioeconomic research at national and regional levels 
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and universities should be encouraged to undertake such research. 
Sections 4, 5 and 6 of the country profile in Annex 1 indicate the 
type of information that should be collected to document the epi¬ 
demic in individual countries. 

While legislation against tobacco advertising is a priority, in 
countries where such laws have not yet been passed, research is 
needed on the marketing techniques used to target women and 
girls. 


Chapter 5 


2503017832 


Prevention and cessation 
of tobacco use 


Prevention and cessation of smoking among women and girls require a 
series of measures, including public information, school health educa¬ 
tion, and restrictions on marketing, advertising and the availability of 
tobacco. However, most current tobacco control programmes fail to 
recognize and address the specific needs of women. Thus, women and 
girls are often not armed with the appropriate knowledge and skills to 
avoid starting to use tobacco or to stop. Currently, organized cessation 
programmes are used by only a small proportion of smokers; the major¬ 
ity of smokers who quit do so without the support of a formal 
v programme, though they are influenced by information propagated 

through campaigns or more generally. Evaluation studies need to ad¬ 
dress both approaches to quitting. Whenever prevention programmes 
are developed, they should include, from the onset, components speci¬ 
fic to tobacco consumption by women. Evaluation studies and research 
must cover sex-specific issues in order to develop adequate prevention 
and cessation programmes. The transferability of tools and techniques 
relevant to women is the key to their application in developing countries, 
where the priority is to develop programmes that are immediately 
affordable. 
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Many factors are involved in determining whether a girl 
starts and continues to smoke, if and when she attempts to quit, 
and her chances of success in quitting. The relative importance of 
these factors varies between individuals and populations and it is, 
therefore, neither possible nor appropriate to select just one or 
two to be addressed. 

Accordingly, comprehensive action to address all the relevant 
factors is needed. A combination of measures, at the community, 
national and international levels, should be aimed at discouraging 
the uptake of smoking and encouraging cessation. There are 
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already many examples of effective action, particularly in deve¬ 
loped countries, which can be drawn on. However, there is a need 
to adapt these approaches to make them appropriate to the speci¬ 
fic situation in different countries. It will also be necessary to de¬ 
velop new approaches in areas where current initiatives are limited 
or unsuccessful. 


Preventing the uptake of smoking 

Possibly nowhere more than in tobacco control is the saying 
“Prevention, is better than cure” more true. However, much 
remains to be done to ensure that preventive measures are used 
effectively. 


Information and health education 

School health education 

There have been a number of successful health education 
programmes; however, the health education needs of women 
smokers in developed countries were neglected until the mid-1980s. 
Even then, health education was often inappropriate forUhem and 
thus the reduction in the prevalence of smoking among girls has 
been less than that achieved among boys. It is essential that de¬ 
veloping countries should not be tempted to dismiss the need for 
health education for women on the basis that smoking is not cur¬ 
rently a major problem. 

Health education is initially given by parents in the home, 
consciously or unconsciously. The next contact will be through 
health education programmes in schools. However, there is no 
universal recipe that will guarantee the success of school health 
education programmes on tobacco; success is heavily dependent on 
social, cultural and behavioural factors. The effectiveness of such 
programmes has varied considerably, with more positive results 
being observed in programmes developed towards the end of the 
1970s and during the 1980s. 

The programmes that have been successful in reducing smok¬ 
ing rates in children are those that have done more than simply 
provide information about the long-term health effects of smoking 
— which often means little to young girls and women — and have 
attempted to improve personal and social skills. These programmes 
point to some common factors for success, such as the incorpo¬ 
ration of a “tobacco or health” component within a more 
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comprehensive approach covering other essential elements of a 
healthy life-style. The programmes thus aim to improve young 
people’s knowledge about the effects of tobacco use through dis¬ 
cussions and participatory learning methods; to develop personal 
and social skills to help young people resist social pressure to 
smoke; to involve the family, in order to reinforce the health edu¬ 
cation given in school; and to influence school authorities to pro¬ 
vide smoke-free environments and especially, to prevent the 
teachers from smoking. 

• Studies in Norway and the United Kingdom have demonstrated that the 
involvement of parents in prevention programmes can lead to significant 
reductions in the tobacco consumption of children and parents (50). 

The age at which young girls should start to be educated 
about the harmful effects of tobacco consumption will depend on 
the country. Schools could use a “spiral curriculum” approach, 
i.e. the subject is taught not just once but at several different 
points in the child’s education, in ways that are appropriate to the 
child’s stage of development. This would involve educating chil¬ 
dren in nursery schools and elementary schools about the danger 
and unpleasantness of smoking before they begin to think about 
taking it up, and teaching them to regard non-smoking as the so¬ 
cial norm before they reach their teens. Such a programme has 
been introduced in Canada, to address children aged 3-6 years. 
This could be followed with children aged 9-10 years, before 
they start to experiment with tobacco, with information on health 
and how to deal with social influences. This could be reinforced 
later with programmes aimed at maintaining non-smoking be¬ 
haviour and helping children who have taken up smoking to give 
it up. Although many programmes have been shown to influence 
knowledge and attitudes to smoking, only a few have had any im¬ 
pact on delaying or reducing onset of smoking. 

• Evaluation of an anti-smoking educational programme among Italian 
adolescents showed that most teenagers knew about the harmful effects 
of cigarette smoking, but this did not prevent them from smoking. 
However, the programme had some effect on occasional and light smok¬ 
ers { 49 ). 

• Similarly, a study of children aged 9—15 years in New Zealand showed 
that knowledge of health risks did not prevent them from smoking { 48 ). 

• Data from the United Kingdom revealed that both children who were 
smokers and those who were non-smokers knew about the harmful ef¬ 
fects of smoking. For smokers, however, such knowledge was counter¬ 
balanced by positive perceptions related to smoking such as being part 
of growing up, better mood, increased confidence, and making friends 
more easily (55). 
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• The British Cancer Research Campaign has developed two programmes 
which have been successful in preventing young people from smoking. 
“The problems of C932” is aimed at 9- and 10-ycar-olds and involves 
parents. 44 The search for Dr Ricardo” is a video targeted at children of 
about 12 years old, who are at an age when they are likely to start 
smoking. 

In many developed countries, school health education 
programmes have been effective in increasing young women’s 
knowledge about the health effects of smoking, increasing their 
awareness of influences such as advertising and social pressure, 
and developing their self-confidence, self-esteem and social skills 
to resist pressure to start and continue smoking. Since girls often 
believe that smoking helps them deal with stressful situations, 
many educators consider that developing girls’ self-esteem and 
competence tp solve problems themselves is the most appropriate 
and effective way of enabling them to cope with life without 
resorting to smoking. 

School health education has limitations, however, arising 
from the amount of time students may be exposed to negative in¬ 
fluences through contact with peers, family, and the media com¬ 
pared with the little time spent on health education. In many 
developed countries it has been found that young people who be¬ 
come regular smokers are more likely to be alienated from school, 
and are therefore unlikely to be reached or influenced bjj school 
health education programmes. In addition, in developing countries 
many young girls do not attend school. It is therefore important 
that programmes are developed that use other youth and educa¬ 
tional networks such as youth clubs, religious organizations and 
sports organizations, particularly as they adopt less didactic ap¬ 
proaches. 

Public information 

Most public information programmes have not been suffi¬ 
ciently sex-specific; they have not been targeted at young girls. 
Messages on smoking and health can be communicated through 
several channels, selected for their appeal to women and adapted 
to the needs of those in developed and developing countries. The 
objectives of such public information programmes are: 

— to increase women’s awareness of the hazards of 
smoking; 

— to increase awareness among decision-makers of the need 
for smoking control and of the possibilities for action; 
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—* to control the smoking epidemic and the specific dangers 
for women; 

— to provide motivation and support for women who want 
to quit; 

— to counteract the effects of inaccurate information and 
advertising. 

Several factors should be considered when using different 
forms of media, such as the characteristics of the target audience 
(including the level of literacy), accessibility of information, geo¬ 
graphical location and cultural background. Each of the media has 
its own specific characteristics, which should be understood and 
exploited. The messages should use positive language to describe 
the desired behaviour and to counteract the messages communica¬ 
ted through tobacco advertising. 

Radio and television: can reach large audiences, especially 
through programmes popular with women; can provide ex¬ 
amples and promote non-smoking as a healthy and attractive 
life-style; and can reach illiterate populations. 

Newspapers and magazines: information on the effects of 
tobacco consumption and different ways of quitting should 
be included in women's magazines and journals which, 
through careful selection, can be used to reach women from 
different age groups and different social and cultural back¬ 
grounds. 

Posters ; billboards, and pamphlets: can provide visual exam¬ 
ples and information to support non-smoking; can be used to 
reach specific target groups such as pregnant women, adoles¬ 
cents, etc. 

Cinema: short films on non-smoking could be run before the 
main feature, but the first priority is to reduce or eliminate 
the portrayal of smoking in the films produced, a comment 
which also applies to television productions. 

Puppet shows and presentations: these have proved success¬ 
ful, particularly in rural areas and villages, as they are enter¬ 
taining and direct. 


Promoting a tobacco-free image 

In countries where the socially accepted image for a woman 
is already that of a non-smoker or a non-chewer of tobacco, the 
issue will be to maintain this attitude as these societies pass 
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through phases of female emancipation and economic develop¬ 
ment. In other countries, ways should be found to promote this 
healthy image, emphasizing positive aspects such as attractiveness, 
glamour and liberation and to make non-smoking look healthy, 
socially attractive and emancipated. In addition, women should be 
made aware of the special health risks related to reproduction. 

• A national media campaign aimed at young women and using television, 
cinema and women’s magazines has been developed in Australia. One of 
the main themes is that you do not need to smoke to enjoy yourself. 


Restrictions on the availability of tobacco 

Legislation restricting the availability of tobacco can be an 
effective instrument to reduce smoking, particularly if accompa¬ 
nied by appropriate health education. For a number of years, 
WHO has been promoting several measures to control smoking, 
some of which may be more effective for women. 

Control of advertising and sales promotion 

The influence of tobacco advertising and other sales promo¬ 
tions on women has been described in Chapter 4. Legislation res¬ 
tricting or prohibiting media advertising (television, radio, cjnema, 
poster and press), distribution of free samples, sponsorship of 
sports and cultural events, special discount schemes, as well as 
other direct and indirect advertising strategies, can greatly reduce 
the desire of women to smoke. 

Taxation 

Price increases can help reduce tobacco sales, especially 
among young people and women, who often have little personal 
income to spend on themselves. Studies in a number of developing 
countries have found that, on average, a 1% increase in the real 
price of cigarettes leads to a 0.5% decrease in consumption among 
adults and even more among young people; the reduction may be 
even greater in developing countries. However, there are valid rea¬ 
sons for careful consideration of every proposed increase in tobac¬ 
co duty. For those on low incomes, unable to reduce their 
consumption, a price increase can simply create a downward 
spiral: as the burden of financial pressure gets heavier, the need 
to smoke increases with further detrimental consequences to health 
as the quality of life deteriorates. One way of solving this dilemma 
is for governments to create ways in which increased tax revenues 
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could be invested in health promotion activities, as occurs in Aus¬ 
tralia, Finland, Iceland and the United States (California). In¬ 
creased welfare benefits to offset the adverse effects of price 
increases could also be provided. 

Sales restrictions 

Sales restrictions, if properly enforced and ideally preceded 
by health education, may have some influence on the consumption 
of tobacco by young girls. 

A number of measures can be taken to control the illegal sale 
of tobacco to minors: 

— a minimum age (18-21 years) should be adopted for the 
sale of tobacco; 

— fines for selling tobacco to minors should be increased; 

— tobacco access laws should be rigorously enforced; 

— vendors should be required to make it clear (through 
warning signs in the stores) that tobacco will not be sold 
to minors; 

— cigarette-vending machines should be eliminated; 

— national campaigns should be launched regularly to in¬ 
form parents, health professionals and other community 
organizations about the problem. 

• A study in California, USA, showed that an education campaign involv¬ 
ing the community and vendors, combined with a broad-based media 
campaign, reduced tobacco sales to minors. Following a six-month cam¬ 
paign, the over-the-counter sales of cigarettes were reduced from 74% to 
39%, although sales from vending machines were not reduced (59). 

Health warnings 

It is imperative that the specific risks of smoking to women 
should always be included in health warnings on cigarette packets 
and advertisements, as is the case now in numerous countries, such 
as Canada, Iceland and Sweden. Since 1970, WHO has recommen¬ 
ded that cigarette packets should carry health warnings in order to 
inform smokers about the dangers of smoking; these warnings 
must be accurate and comprehensible to the public, they should 
be changed regularly to ensure that smokers do not become 
accustomed to the same message and they should be clearly visible. 

Other measures 

Information about the potentially hazardous constituents of 
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tobacco on cigarette packets and restrictions on smoking in public 
places and in the workplace deter both women and men from 
smoking. Several studies have found that restrictions on smoking 
in the workplace lead to an overall reduction in consumption 
among smokers which is not made up for by increased smoking 
outside work. However, women in certain occupations may be ex¬ 
posed more specifically to environmental tobacco smoke, e.g. 
flight attendants and waitresses. 

New forms of tobacco products should be banned to stop the 
tobacco industry’s move to interest young non-smokers in differ¬ 
ent products. 


Cessation of tobacco use 

Until recently, most of the studies on quitting reported in the 
literature concentrated on developed countries, where tobacco use 
was already widespread. There have, however, been a number of 
successful cessation programmes in the Indian subcontinent. As 
tobacco use is now becoming more popular among women in de¬ 
veloping countries, the issue is becoming increasingly important 
there. 

The vast majority of people who stop smoking (up to 90%) 
do so on their own, after being influenced by a number of\factors. 
However, smoking among women cannot be dissociated from per¬ 
sonal, social and economic factors, which are all interrelated. 

Many women want to give up smoking for a number of rea¬ 
sons, such as: freedom from dependence on tobacco, health, preg¬ 
nancy and financial worries. However, once women start smoking, 
they may find it more difficult to quit than men because of a lack 
of social support, more reliance on cigarettes to cope with stress 
and anxiety, and fear of weight gain. In order to give up smoking, 
women need help and support to overcome the short-term physio¬ 
logical withdrawal symptoms that may occur when smoking is dis¬ 
continued and to break behavioural patterns that may have 
developed over many years. They may need to talk to others and 
get their advice and opinions before changing their behaviour or 
dealing with problems in general. Hence, when designing cessation 
programmes, all these aspects need to be taken into account. 

Some reports from organized cessation programmes have in¬ 
dicated that women vare less successful than men in quitting. Since 
women in Australia, the United Kingdom and the United States 
are now giving up smoking at about the same rate as men, this 
conclusion would seem to be incorrect; however, these figures do 
not show the relative success of women and men in maintaining 
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their non-smoking. The differences in cessation rates between 
different groups of women are, however, indisputable. Disadvan¬ 
taged women who live in particularly difficult circumstances are 
less likely to give up smoking than better-off middle-class women. 

Although many women manage to refrain from smoking for 
a long time, they may relapse in situations involving negative emo¬ 
tions, such as conflicts, stress or loss. Men, however, tend to re¬ 
lapse in positive situations, such as at social events. Women are 
less likely to relapse if they have social support, especially from 
friends, family and partners. 


The benefits of smoking cessation 

The 1990 report of the US Surgeon-General (60) is dedicated 
to the health benefits of smoking cessation; its major conclusions, 
applying both to women and men, are summarized below: 

• Smoking cessation has major and immediate health 
benefits for women and men of all ages. These benefits ap¬ 
ply to people with and without smoking-related diseases. 

• Ex-smokers live longer than continuing smokers. For ex¬ 
ample, women who quit smoking before the age of 50 have 
half the risk of dying in the next 15 years compared with 
those who continue to smoke. 

• Smoking cessation decreases the risk of lung cancer, other 
cancers, myocardial infarction, stroke, and chronic ob¬ 
structive pulmonary disease; however, smoking cessation 
has more immediate effects on cardiovascular diseases than 
on lung cancer or chronic obstructive pulmonary disease. 

• The health benefits of smoking cessation far exceed any 
risks from the average weight gain (2.3 kg) or any adverse 
psychological effects that may follow quitting. 

• Women who stop smoking before pregnancy or during the 
first 3-4 months of pregnancy reduce their risk of having 
a low-birth-weight baby relative to that of women who are 
non-smokers: however, evidence from two intervention tri¬ 
als suggests that reducing daily cigarette consumption 
without quitting has little or no effect on birth weight. 

In addition, the report underlines some specific advantages 
for pregnant women: those who stop smoking at any time up to 
the 30th week of gestation have infants with a higher birth weight 
than do women who smoke throughout pregnancy. Recent esti¬ 
mates of the prevalence of smoking during pregnancy, combined 
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with an estimate of the relative risk of low birth weight in smok¬ 
ers, suggest that 17-26% of low-birth-weight births could be 
prevented by eliminating smoking during pregnancy. In groups 
with a high prevalence of smoking (e.g. women with less than a 
high school education), this figure could be as high as 29-42%. 

• In the United States, approximately 30% of women who arc cigarette 
smokers quit when they become pregnant, with greater proportions quil¬ 
ting among married women and especially among women with higher 
levels of educational attainment { 60 ). 

In societies where being thin is considered aesthetically 
desirable, the fear of putting on weight has discouraged many 
women from trying to give up smoking and has precipitated 
relapse among many of those who had given up. An investigation 
concluded that the average weight gain after smoking cessation 
(2.3 kg) posed a minimal health risk. Approximately 80% of 
smokers who quit gain weight and women gain more weight than 
men. However, the average weight of smokers after cessation is no 
greater than the weight of non-smokers. This strongly suggests 
that nicotine causes artificial and reversible weight loss, which is 
greater in women than men. Nevertheless, there is tremendous in¬ 
dividual variation in the metabolic response to smoking and smok¬ 
ing cessation. 


Quitting techniques ' 

Stopping smoking and tobacco consumption requires an 
awareness of the reasons for smoking or chewing tobacco, and 
development of other ways of coping with the needs. Cessation 
programmes must consider gender differences in terms of the 
specific health effects of smoking, and the different needs that 
women may have. 

Although specific techniques can be beneficial, education is 
needed to increase women’s motivation to quit. Women who 
smoke need to be informed about the physical and psychological 
reactions involved in giving up. Girls and women who smoke 
should be made aware of the positive consequences of quitting: an 
improved economic situation, an improved sense of smell and 
taste, more stamina, a feeling of achievement, freedom from de¬ 
pendence, more control over their life, and better health. Most im¬ 
portant of all is the knowledge that it is possible to become a 
non-smoker. 

Quitting independently 

There are many ways in which women quit on their own; 
these have been popularized in various booklets and pamphlets 
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produced as guides for the general public by governmental or non¬ 
governmental organizations involved in tobacco control. Quitting 
independently does not mean women are giving up smoking 
without help, as their decision may often be the result of informa¬ 
tion and education campaigns and other forms of assistance. For 
example, the World No-Tobacco Days serve, once a year, to publi¬ 
cize the ill-effects of tobacco consumption and encourage tobacco 
users to stop for one day in the hope that they will continue to 
abstain. 


General techniques 

The craving for tobacco is maintained by pharmacological, 
social, and psychological determinants, all of which need to be 
considered in breaking nicotine dependence. 

A number of techniques are available for both women and 
men. Tobacco dependence can be broken in several ways: 

Pharmacological treatments : e.g. nicotine replacement strate¬ 
gies, in which the smoker is given an alternative substance 
which provides temporary relief from the signs and symp¬ 
toms of tobacco withdrawal; and nonspecific pharmaco¬ 
therapy, in which the patient is treated symptomatically. 
However, specific guidance needs to be given to pregnant 
women. 

Behavioural treatments : e.g. aversive strategies to cigarette 
smoke (distaste, disgust, fear or displeasure); relaxation 
training; “contingency contracting” (a system of reward/ 
punishment); social support; training in problem-solving 
skills; stimulus control (eliminating situations in which the 
person is likely to smoke); programmes including a number 
of these strategies and support groups. 

Other treatments : e.g. hypnosis and acupuncture. 

Specific approaches for women 

While all the above-mentioned approaches may be valid for 
women as well as for men, a growing number of smoking cessa¬ 
tion programmes cater specifically for women’s needs. They usu¬ 
ally include basic health education; discussion of withdrawal 
symptoms; strategies to maintain non-smoking and prevent 
relapse; continuing group support; stress management; and advice 
on weight management, nutrition, fitness and exercise. However, 
approaches stressing freedom and control over one’s life may be 
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unrealistic for women who suffer from poverty, violence, stress 
and discrimination, as other aspects of their lives will need to be 
changed as well (see p. 88). 

Some specific tips to help women give up smoking are given 
below. 


Quitting tips for women 

• If you smoke to distance yourself from others who depend on you 
(children, elderly relatives, partners, friends, etc.), try to find another 
way of doing this. 

• If you smoke to control your emotions, experiment with other methods 
of releasing your feelings: e.g. writing down your thoughts, discussing 
issues with the people in your life, meditation or exercise. 

• Try to enlist support for quitting smoking from your partner, family 
and friends, particularly during the first few weeks as you break your 
dependence on nicotine. 

• Get someone to look after your children, or to relieve you of other 
responsibilities, even for a few hours, as you begin to learn to live 
without tobacco. 

• Plan what you will eat and drink when you decide to quit, as opposed 
to concentrating on what you cannot eat. This way, you can control 
your food intake, and control your weight. 

• Consider giving up alcohol and coffee for the first month or so, as 
these often serve as “triggers** for social smoking. 

• Change your daily routine for a while to avoid the situations where 
you would normally smoke, and incorporate exercise into your life in¬ 
stead of smoking. This will not only make you feel better, but will pre¬ 
vent some weight gain as well. 

• Make your immediate environment smoke-free, and remove all 
cigarettes and other tobacco products from your home. Ask others 
not to smoke in your presence during the first few weeks of quitting. 

• If you relapse, and have a cigarette, do not lose confidence in your 
ability to quit. Consider it a learning experience, and remain commit¬ 
ted to stopping smoking. 


It has been found that women-only cessation programmes al¬ 
low better dissemination of women-specific messages. These 
specific programmes should have a comprehensive, process- 
oriented approach, with the following characteristics: 
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Accessibility : the messages should be appropriate for all 
women (e.g. using tapes, films, braille, sign language, non- 
printed materials, etc.). Programmes must be sensitive to fac¬ 
tors such as race, ethnicity, culture, age, and socioeconomic 
status. 

Comprehensiveness: issues cannot be restricted to smoking 
behaviour only but must be placed within the context of 
women’s experiences. 

Skill-building : skills in assertiveness, identifying external and 
internal motivations, resisting pressure, stress management 
and positive health behaviour must be developed. 

Support: social support, respect, acceptance and trust are 
most important. 

• In Canada, several woman-specific cessation programmes have shown 
some successes. They minimize the importance of cessation and exa¬ 
mine the woman's smoking behaviour within the context of her overall 
life-style. Efforts are made to identify social and political influences on 
smoking behaviour, as well as to increase women’s understanding of 
why they smoke { 61 ). The women who arc most successful in quitting 
arc those who are ready to make changes in their lives: thus, part of 
the programme is to encourage women to learn to take control of their 
health and life { 12 ). 

As most smokers who give up smoking go through a process 
that involves contemplation of change, action, maintenance and 
relapse, cessation programmes must address all stages of the 
process. Relapse is often perceived as a failure, but in fact is part 
of the learning process of cessation. Repeated relapse is to be ex¬ 
pected in smokers who are heavily dependent on tobacco and they 
therefore need to be encouraged to continue trying until they 
succeed. 


Relieving social pressure 

Individual programmes should be backed up by measures 
aimed at changing the social and environmental, factors that make 
giving up easier and cater for the needs of non-smokers. This 
would include actions as diverse as economic development or 
changes in the social environment, as well as increased provision 
of smoke-free environments and action to increase awareness of 
the effects of passive smoking. 

Smokers who quit with support from their family and friends 
are more likely to maintain their non-smoking behaviour. There¬ 
fore, family members and work colleagues can be given practical 
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suggestions to help and support the participant as she becomes a 
non-smoker. 

If women in difficult circumstances are to be helped to take 
control of their lives, it is necessary to adopt strategies that ad¬ 
dress not only their smoking but also the social and economic cir¬ 
cumstances that maintain their dependence on tobacco (such as 
violence against women, unequal pay, etc.). Accordingly, cessation 
programmes for these women must be accompanied by policies 
and actions to reduce inequalities. 

Role of health professionals 

In tobacco consumption, prevention and cessation, some 
groups of individuals may have an exemplary role to play (see 
Chapter 4, p. 72). Health professionals, such as nurses, midwives, 
physicians, nutritionists and others, may have a particular influ¬ 
ence on tobacco use by girls and women. This highlights the impor¬ 
tance of specific training in this field and the need for their aware¬ 
ness of their part as role models for patients. Furthermore, heaith 
workers who are non-smokers are more likely to give advice about 
the hazards of smoking to their patients and help them quit. 

Family physicians are generally in a good position to give 
advice and can have a positive influence. Although most physi¬ 
cians believe that it is their responsibility to encourage smokers to 
give up smoking, many do not do so routinely. 

• In the United States, population surveys show that most adult smokers 
have never been advised to quit smoking by a physician. According to 
previous studies, physicians who arc cigarette smokers are less likely to 
give advice on smoking than are those who are non-smokers. They are 
also more pessimistic concerning their patients quitting. Although physi¬ 
cians seem to advise those thought to be at risk and those who are al¬ 
ready motivated { 62 ), studies have shown that advice to quit smoking by 
a physician is mainly effective with light smokers { 63 ). 

Too often medical practitioners assume that their women 
patients are already aware of the risks associated with smoking 
and do not attempt to influence their attitudes and behaviour 
when issues related to health and life-style are addressed in medi¬ 
cal consultations. 

• For example, a Swedish study showed that smoking was discussed in 
75% of medical consultations and alcohol consumption in 30%. 
Whereas all men were questioned about their smoking, only half of the 
women were. The results also showed that the information exchanged 
was superficial and did not give a full picture of the patients* behaviour, 
except in a few cases { 64 ). 

However, some doctors, such as gynaecologists and obstetri¬ 
cians, may have more influence on women, because of their close 
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relationship with the patient and their frequent contact during cer¬ 
tain important periods of her life. Women are often highly recep¬ 
tive to anti-smoking education during these consultations. Prenatal 
care provides a good opportunity to educate women on the 
hazards of smoking, helping them to take control of their health 
and the health of their babies. More generally obstetricians and 
gynaecologists can advise their women patients to give up smoking 
when they deal with obstetric care, family planning and pregnan¬ 
cy, and can display and make available literature on tobacco con¬ 
trol. Care should be taken that the approach adopted docs not 
“blame the victim”. 

Paediatricians can advise parents to stop smoking when they 
bring in their children for consultations. The best times to talk to 
parents about quitting are during check-ups and visits for res¬ 
piratory problems. Paediatricians may be faced with additional 
obstacles; for example, parents may not expect advice and may 
not react favourably; advice to stop smoking may not seem ap¬ 
propriate, especially if the child does not appear to be ill or affect¬ 
ed by smoking. 

Reasons why doctors in general fail to give advice on quitting 
have been identified in developed countries as: belief that it is not 
worth while and that the patient does not want to give up smok¬ 
ing; a tendency to counsel those with tobacco-related conditions, 
rather than light or average smokers; past failures, when advice 
was not followed; a feeling that providing advice is not their role; 
lack of confidence; feeling inadequately prepared to help; wishing 
to avoid embarrassing or offending the patient or discouraging her 
from coming back; lack of time or payment; and being unaware 
that simple advice can be effective. Furthermore, in developing 
countries, information on quitting may not be readily available. 

Nurses can also encourage women to refrain from tobacco 
consumption, not only because nursing is still a predominantly fe¬ 
male profession, but mainly because nurses are often in a position 
to give public health advice and to have contact with girls and 
women. To do so effectively, in many countries, the nursing 
profession should first address the question of nurses’ own 
smoking. 

As women may gain weight when they quit smoking, nutri¬ 
tionists and dieticians can provide advice on post-cessation weight 
management and diet as well as general advice on fitness and 
exercise. 

Dental hygienists have a traditional role in terms of health 
education, where the need for good oral hygiene practices can lead 
to advice against tobacco consumption. The hygienist can also ask 
his or her patients about their use of smokeless tobacco, teach 
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them techniques for oral self-examination, detect signs of oral le¬ 
sions due to smokeless tobacco products, and discourage patients 
from using these products. 

It is evident, therefore, that health services should be 
tobacco-free. Smoking or use of other forms of tobacco should 
not be permitted in hospitals, health centres, screening facilities, 
ambulances, primary health care centres, pharmacies or opticians’ 
offices, etc. 

• A smoking control policy implemented in a hospital in Barcelona, Spain, 
over a 3-year period resulted in a reduction in smoking among hospital 
staff and a greater awareness of the exemplary role health professionals 
can have. This indicates that carefully designed programmes can be suc¬ 
cessful even in countries with high rates of smoking (65). 

Halting the epidemic 

Special education and cessation programmes aimed at adoles¬ 
cents and women have been developed in a few countries with a 
certain amount of success. Research needs to be carried out on an 
ad hoc basis to investigate which components of these programmes 
can be transferred to different countries and which must be modi¬ 
fied to fit different cultures and socioeconomic backgrounds. A 
key to the success of these efforts is the evaluation of education 
programmes; in particular, school-based tobacco control educa¬ 
tion programmes need to be evaluated for their effects on girls. 
This will facilitate the design of corresponding tobacco control 
methods appropriate for girls, in various educational settings. 

Programmes must also address the problem of how to reach 
girls and women in other settings, e.g. girls who do not attend 
school, women in the workplace, community centres, etc. Smoking 
behaviour may be easier to change with specific life events, such 
as marriage, pregnancy, birth of a child, divorce, change of job, 
etc. Are these opportunities systematically exploited in tobacco 
control campaigns aimed at women? Where resources are very 
scarce, methods should also be developed to identify high-risk 
groups (e.g. adolescents, young women intending to start a family, 
or women in certain occupations), which should be targeted for a 
more focused planning of smoking prevention, education and 
treatment. 

Simultaneously, decision-makers and women themselves need 
to be made aware that the issue is crucial and that something can 
be done about it. 

An important measure is the appropriate and timely training 
of teachers and health personnel in the prevention of tobacco use 
and in cessation. This cannot be done on an ad hbc basis. The ap¬ 
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propriate skills will need to be taught through formal training in¬ 
cluded in the basic and post-basic curricula. Tobacco consumption 
by women is a growing problem and deserves to be treated as such 
in medical and public health training. Sections 6 and 7 of the at¬ 
tached country profile (Annex 1) can be used to monitor the ac¬ 
tions taken at the country level to halt the epidemic. 
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Chapter 6 

Women against tobacco: 
a strategy for individual, 
community, national 
and international action 


The previous chapters have shown the need for urgent action to prevent 
the prevalence of smoking among women in developing countries from 
reaching the peaks that have been observed in developed countries. 
The previous chapters have also identified the information required 
to facilitate appropriate action to combat the epidemic. The tasks for 
all the strategists concerned are now well defined with a key role to 
be played by governments at all levels strengthened by international 
organizations, in particular WHO, nongovernmental organizations and 
others. These strategists will need a range of tools, including financial 
resources, to make them as efficient and effective as possible. 


A worldwide strategy 

As men in developed countries were the first to smoke in 
large numbers, not surprisingly researchers and policy makers first 
looked at these male populations to explore and, later, to counter¬ 
act the effects of smoking. The previous chapters have shown the 
consequent imbalance in our knowledge of the smoking epidemic. 
These chapters have attempted to paint a picture, as yet un¬ 
finished, of the use of tobacco among women throughout the 
world, showing the differences between the situation in most deve¬ 
loped countries where women smoke nearly as much as men, and 
the situation in developing countries where the prevalence of 
smoking among women is generally still low. 

In view of the current situation, some universally valid ac¬ 
tions need to be taken immediately, such as the enactment of legis¬ 
lation comprising all necessary measures to discourage women 
from using tobacco, including the provision of smoke-free places 
and bans on tobacco advertising. In addition, actions will have 
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to be adapted to the specific circumstances in each country — on 
the one hand preventing the uptake of Smoking and on the other 
helping smokers to quit. 

A number of specific recommendations have been made at 
the end of each of the previous chapters; in addition, a strategy 
for preventing the morbidity and mortality from tobacco-related 
diseases in women from reaching the levels observed in men needs 
to be designed and applied immediately in all countries, which 
takes into account their different sociocultural and economic back¬ 
grounds. 

This common strategy will have the following ruling ob¬ 
jectives: 

— to ertsure that the “tobacco or health” situation for wom¬ 
en is widely recognized and understood (see p. 98); 

to ensure that national control programmes are developed 
that contain all the measures recommended in this 
monograph; 

to ensure that legislation is adopted which comprises all 
the necessary measures to discourage women from using 
tobacco (such as a ban on tobacco advertising and on all 
other forms of promotion); 

to ensure that within the framework of national tobacco 
or health coordinating committees, each country secures 
the presence of a focal point dealing with women and 
tobacco; 

to ensure that school health education comprises the 
necessary specific tobacco control measures for girls and 
that public education campaigns are properly targeted at 
women; 

— to take measures to encourage all media to provide 
appropriate information on tobacco or health to women 
of all ages; 

“ 10 ta ^ e measures to empower women at all political and 
technical levels to develop the necessary advocatory and 
scientific skills to monitor and control the tobacco epi¬ 
demic in women; 

to address the social and economic factors that could dis¬ 
courage the use of tobacco by women. 

Implementing this strategy will require a strengthening of all 
the sectors involved to enable them to coordinate their efforts at 
the international, national and community levels; it will also im¬ 
prove knowledge of the current situation and the various tools for 
tobacco control. 
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Identify and strengthen the strategists 

At the local, national and international levels, smoking con¬ 
trol policies, legislation and activities are usually aimed at smokers 
per se , and the failure to take action or adopt different approaches 
for men and women has often been to the disadvantage of women. 
To redress the balance, further action needs to be taken to control 
tobacco use among women. To do this, the strategists concerned 
will need greater support. There is also a growing recognition that 
more of the strategists should be'women. 

A large number of governments and governmental organiza¬ 
tions throughout the world have already taken effective action in 
tobacco control, whether by enacting legislation or adopting other 
measures such as supporting health education. The protection and 
promotion of healthy life-styles, an essential part of the health 
policy of certain countries, also contribute to controlling the use 
of tobacco. National health strategies for the prevention and con¬ 
trol of certain diseases, such as cancer and cardiovascular disease, 
have usually included a strong tobacco control component and 
offered most of the opportunities for tobacco control. Through 
the establishment of health policies, governments may have the 
key role in controlling the tobacco epidemic in women; however, 
they will often need a grouping of forces behind them to motivate 
their action, to support it and to participate in its implementation. 

The nongovernmental organizations involved in tobacco con¬ 
trol strategies have played an important role worldwide in in¬ 
fluencing the passing of legislation, health education and the 
dissemination of information. Major national and international 
nongovernmental organizations concerned with tobacco control 
should dedicate part of their programmes for the specific benefit 
of women. 

Nongovernmental organizations dealing with women's issues 
have often taken little part in tobacco control efforts at global, na¬ 
tional or community levels; although this situation is slowly chang¬ 
ing, the mobilization of the women’s movement (and women’s 
health movement) in tobacco control also needs to be encouraged. 

Community groups that can have an influence on tobacco 
use among women, such as parent-teacher associations, commu¬ 
nity development associations and sports organizations, should be 
encouraged to address the issue as a priority. The challenge in¬ 
volves convincing community groups not currently involved in 
tobacco control to apply resources to the issue of smoking and 
women. Of prime interest are community groups concerned with 
women’s health or with related issues, such as occupational health 
and safety or environmental matters, and associations and 
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organizations concerned with particular target groups such as 
battered women or ethnic minorities, and particular occupational 
associations. 

Specific community actions need to be documented and the 
results widely circulated. Even strong governmental action through 
legislation or health education will have less effect if the immedi¬ 
ate social environment of the female smoker’s workplace or com¬ 
munity is not also conducive to quitting. Community projects 
should incorporate educational approaches that develop women’s 
self-esteem and independence, and help to eliminate their need for 
tobacco. Attention should be given to the development and evalu¬ 
ation of effective weight control programmes for women who give 
up smoking* and to their application at the community level. Pub¬ 
lic information programmes should emphasize the rights of non- 
smokers, especially children and pregnant women. 

Occupational health programmes in factories or other places 
of work can be a good entry point for action and could include 
information on the hazards of tobacco consumption and skills¬ 
training on how to live without tobacco. The presence of health 
and safety committees in workplaces could facilitate the implemen¬ 
tation of such programmes. 

Specific mention should be made of the health professionals. 
Action by physicians, nurses and other primary health care work¬ 
ers has been shown to play a positive role in promoting better 
health for women through modification of a variety of be¬ 
havioural risk factors. Such workers could be instrumental in 
promoting health for women by influencing their patients’ be¬ 
haviour and providing information. In creating a tobacco-free so¬ 
ciety, the leadership of health professionals should be mobilized 
through their various professional bodies and by approaching 
them individually; specific training should be envisaged to this 
effect. 

The challenges facing the development of a broader-based 
community response to the issue of smoking among women are 
considerable; however, experience with raising awareness of other 
social and environmental issues shows that once there is wide¬ 
spread community concern over an issue, accelerated positive change 
will occur. Cooperation between all those concerned will strength¬ 
en activities by creating massive support as well as maximizing the 
use of limited resources. 

Leaders are essential to trigger^ action by all the above 
strategists. These leaders can come from all professions: e.g. law¬ 
yers, politicians or technical specialists. 

Since 1974, several WHO Expert Committees (66, 67, 68) 
and the WHO Study Group on Smokeless Tobacco Control (69) 


have made a number of recommendations for national and inter¬ 
national action to attain, in individual countries, societies where 
the social norm is to abstain from tobacco consumption. Several 
of these recommendations specifically target national action in 
favour of women such as: 

• recognition of the gender difference in dealing with the 
issue of tobacco use among women. 

• legislation banning the promotion and advertising of all 
tobacco products; revision of legislation regarding the sale 
of tobacco to minors to include stiffer penalties; develop¬ 
ment of public awareness programmes among retailers to 
inform them of legislation regarding sales to minors; and 
legislation banning tobacco sales through vending 
machines, in order to limit accessibility to children. 

• pricing policies that maintain the cost of tobacco at a high 
level. 

• determination of the special factors intluencing women to 
consume tobacco and health education (from primary 
school onwards) based on these factors; public information 
campaigns based on pretested strategies aimed at the 
specific factors in each national setting that are characteris¬ 
tic of female smokers. 

Since 1980, World Health Assembly resolutions have men¬ 
tioned the need to consider the particular health issues related to 
women’s use of tobacco; two resolutions deserve particular atten¬ 
tion. Resolutions WHA39.14 and WHA43.16, respectively, urge 
Member States to implement a nine-point smoking control strategy 
and to promote legislation for “progressive restrictions and con¬ 
certed actions to eliminate eventually all direct and indirect adver¬ 
tising, promotion and sponsorship concerning tobacco”. 

WHO’s essential role is to support the development of na¬ 
tional tobacco control programmes at the request of its Member 
States. It has also developed strategies for joint action between 
Member States, an example of which is the European Action Plan 
on Tobacco for a Smoke-free Europe. The process was started at 
the First European Conference on Tobacco Policy in 1988, where 
the continent's foremost experts issued a charter against tobacco 
and outlined ten strategies for a smoke-free Europe. The basic 
principles of the charter are: that air free from tobacco smoke is 
an integral part of the individual’s right to a healthy and unpollu¬ 
ted environment; that young people should be free to grow up 
without being subjected to undue pressure to take up smoking; 
that those willing to give up smoking should receive help; and that 
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all citizens have a right to be informed of the health risks associa¬ 
ted with smoking. 

To contribute to the achievement of the worldwide objec¬ 
tives, WHO will, within this framework: 

— ensure that data on tobacco use and related problems col¬ 
lected in its data centre/clearinghouse give equal coverage 
to women and men; 

— promote and encourage and, whenever possible, support 
studies aimed at improving knowledge about women and 
smoking issues; 

— ensure that its educational and public information materi¬ 
al'gives an equal emphasis to women and men. 

WHO has endeavoured to sensitize the United Nations sys¬ 
tem to the harmful effects of tobacco use and obtain its support 
in dealing with the health, social and economic problems caused 
by tobacco consumption, and substantial progress has already 
been made in making organizations of the United Nations system 
tobacco-free. WHO now aims to ensure that there is a consensus 
on an international strategy for the whole United Nations system 
to disseminate information to increase awareness of the health 
risks of smoking, to help women avoid taking up smoking despite 
the influence of advertising, and to help them to quit. 

The scientific integrity of WHO, its coordinating capacity, 
technical resources and capacity to stimulate the acquisition of 
new knowledge make WHO a prime mover in strengthening all 
strategists. It is no coincidence that some of the successes in the 
passing of legislation, the winning of court cases and the lowering 
of tobacco consumption are a result of the combined action of 
governments and nongovernmental organizations supported, either 
directly or indirectly, by WHO. Conversely, requests from govern¬ 
ments to WHO for technical cooperation are more likely to come 
as a result of campaigns organized by nongovernmental organiza¬ 
tions. 


In monitoring and controlling the tobacco epidemic among 
women, further qualitative and quantitative research studies are 
important in order to identify the directions in which action 
should be taken. As more becomes known, new avenues will prob¬ 
ably open for research to refine knowledge and make actions more 
specific and effective. 

98 


WOMEN AGAINST TOBACCO: A STRATEGY FOR ACTION 2503017844 


Patterns and trends of smoking among women are well 
documented in only a small number of highly developed countries; 
few developing countries have comprehensive data on the subject. 
A first step will be to ensure that, in countries with a well devel¬ 
oped system of health information and statistics, data on smoking 
patterns and trends for women are collected and kept up to date, 
together with data on tobacco-related diseases. In other countries, 
including a large number of developing countries, rapid assessment 
or small-scale surveys should be carried out at regular intervals on 
representative samples of the population. If the expertise is not 
available locally or the subject is not considered a priority, the 
possibility of obtaining information through other health surveys 
should be investigated. In all cases, scientific accuracy should be 
emphasized, together with the necessity to collect sex-specific data. 
The twinning of programmes to evaluate tobacco use between 
developed and developing countries should be encouraged as a 
means of technology transfer. 

Improving knowledge also means ensuring that the results of 
studies are comprehensible to all those who will have to take 
action; these data should be published and widely disseminated. 
As a minimum, information on the prevalence of tobacco use (per¬ 
centage of women who are regular smokers or regular users of 
other forms of tobacco) by age group is required. The importance 
of age-specific information should not be underestimated. In most 
countries, the prevalence of cigarette smoking is significantly 
higher among younger women, which has important implications 
for prevention. Data on cigarette consumption (number of 
cigarettes per day), duration of exposure (age of initiation and 
length of time since taking up smoking), cessation rates and aver¬ 
age tar and nicotine content of cigarettes consumed should also be 
obtained if possible. In countries where tobacco chewing is com¬ 
mon among women, the prevalence of chewing and the daily con¬ 
sumption should also be ascertained. 

There is sufficient evidence on the harmful effects of smok¬ 
ing to justify concerted action in all countries. While the added 
risks for women have also been well documented in some coun¬ 
tries, complementary surveys could clarify the cumulative effects 
of ill health and poor nutrition with tobacco consumption in wom¬ 
en in individual developing countries or in underprivileged women 
in other countries. Thus, further epidemiological studies are need¬ 
ed to improve knowledge of the health risks for women, based on 
samples of populations at different levels of development. Further 
studies are also needed to evaluate more precisely the risks of pas¬ 
sive smoking for women, especially during pregnancy. Local and 
national health studies can also be effectively used to publicize the 
harmful effects of tobacco consumption. 
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Smoking and use of other forms of tobacco by women need 
to be understood within the context of social, cultural and be¬ 
havioural influences in different populations and in different stra¬ 
ta of the various populations. While there has recently been an 
increase in qualitative research on women and smoking, especially 
in countries where the tobacco epidemic is already affecting wom¬ 
en, smoking as a functional behaviour needs to be analysed in re¬ 
lation to occupation and life circumstances, to understand why 
women start and continue to smoke. For example, smoking be¬ 
haviours of various ethnic minorities in Canada and New Zealand 
have been well documented; however, little is known on the sub¬ 
ject for most of Asia or for the general population in Africa. Simi¬ 
lar studies wijl be needed to determine whether the tendency is for 
more girls than boys to take up smoking as countries become more 
economically developed. 

The role of smoking in women’s daily lives in developed and 
developing countries needs to be more fully examined, in particu¬ 
lar regarding maintenance of smoking behaviour. Better under¬ 
standing of smoking patterns among the socially disadvantaged 
(women on low incomes, unemployed women, battered women, 
women belonging to minority groups) should facilitate research 
into alternative coping methods appropriate to different life cir¬ 
cumstances, and control within the working environment. It is also 
important to understand motivation to smoke at an individual lev¬ 
el, as well as the links between women’s experiences and smoking. 

Behavioural research could also cast new light on the initia¬ 
tion of smoking in young people. In developing countries where 
the prevalence of smoking among women is still very low, the fac¬ 
tors responsible for this situation should be carefully studied with 
a view to maintaining it as these societies go through phases of fe¬ 
male emancipation and economic development. The stabilizing 
factors for young people and adolescents should also be assessed 
in various sociocultural backgrounds and educational programmes 
developed to help parents influence their children (primary school 
age) and to promote the influence of leaders and role models on 
adolescents. 

While legislation against tobacco advertising and other forms 
of promotion is a priority, in countries where such laws have not 
yet been passed, research is needed on cost-effective methods to 
counter tobacco advertising and to develop effective messages to 
promote prevention and cessation. Such studies will increase the 
recognition of the importance of gender differences in the physiol¬ 
ogy and social psychology of smoking, as well as more fully reflect 
women’s own experiences and interpretations of their smoking be¬ 
haviour in dealing with prevention and cessation.. 
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In view of the urgency with which tobacco control 
programmes need to be implemented in developing countries, in a 
way and at a cost they can afford, studies are required on the cost- 
effectiveness of various interventions to promote non-smoking, 
with emphasis on mass media approaches and methods to counter 
tobacco advertising. 

Throughout the world, the effects of national tobacco con¬ 
trol policies on smoking trends among women need to be ana¬ 
lysed. Case-studies of activities to promote non-smoking and of 
tobacco control policy interventions from process and managerial 
points of view, would facilitate the further development of specific 
action for women. 

However, the need for further studies and research should 
not delay the implementation of available strategies to control 
tobacco use among women. 


Provide the tools 

Methods, materials, validated information and training are 
all essential for tobacco control activities and require both finan¬ 
cial and human resources. Compared with the resources deployed 
by the tobacco industry for the marketing of its products, the 
financial resources available for tobacco control are minute, hence 
the need to select carefully the tools to be used, preferably those 
that have several effects. 

It has often proved difficult to find resources to implement 
tobacco control strategies, thus part of the role of the various 
strategists will be to mobilize resources or find alternative ap¬ 
proaches. Such alternatives could include using censuses or other 
health surveys to gather the data required; twinning tobacco con¬ 
trol programmes between countries with large resources and others 
with more meagre ones; forming coalitions and networking; using 
all those in positions of influence, from ministries to the media, 
for promotion and advocacy; and appropriating a certain percen¬ 
tage of tax revenue from tobacco products for health programmes 
aimed at women. 

Political figures, especially women, in decision-making posi¬ 
tions who have some interest in the subject are also an important 
resource, as are lobbyists for tobacco control. 

Universities should be encouraged to undertake research and 
training on women and tobacco as part of their regular activities 
and to validate and publish information on women and tobacco. 

Worldwide interest in tobacco control is leading to effective 
cooperation and alliance-building. Tobacco control among women 
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is greatly enhanced by the formation of coalitions and networks 
that permit communication and coordinated action. Coordination 
encourages sharing of information and strategies, permits efficient 
use of financial and personal resources, and eases the isolation 
often felt by individuals working in this area. Perhaps most impor¬ 
tantly, these organizations greatly enhance the power of individu¬ 
als to bring about changes. 

Networks dedicated to the issue of women’s use of tobacco 
are proliferating around the world. On an international level, the 
International Network of Women Against Tobacco (INWAT) was 
founded in 1990. INWAT’s goals are to counter the targeted mar¬ 
keting and promotion of tobacco to women and girls, and to en¬ 
courage the development of women-centred tobacco prevention 
and cessation programmes. INWAT’s activities include the fol¬ 
lowing: 

— maintaining an international database of individuals 
working to address tobacco control among women; 

— producing an international directory of women working 
in tobacco control; 

— producing, collecting and distributing case-studies of ef¬ 

forts to undermine advertising targeted at women and of 
successful women-centred approaches to smoking preven¬ 
tion and cessation; , 

— ensuring that the issue of women and smoking has a more 
prominent place within the tobacco control movement. 

Regional networks will also prove valuable, to allow mem¬ 
bers to focus on local issues and to develop the most appropriate 
strategies for particular areas. For example, the Association of 
Latin American Women for Smoking Control (AMALTA) was 
founded in 1991 to address tobacco use by women in Latin 
America. 

Collecting funds or obtaining financial support for tobacco 
control has proved to be difficult enough in developed countries. 
Most developing countries are still struggling with communicable 
diseases and an acute lack of resources for primary health care. 
The responsibilities of the more developed countries in the im¬ 
plementation of the worldwide strategy for tobacco control among 
women need to be stressed. Their role in the transfer and adapta¬ 
tion of information on tobacco use among women and on meas¬ 
ures to control it is fundamental; they are also often in a better 
economic position to participate in this transfer. 
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In addition to the references given on pp. 103-106, the fol¬ 
lowing sources of information may prove useful to readers. While 
some are of general interest, others are directly related to the sub¬ 
ject matter of individual chapters. 
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‘ Available on request from the WHO Regional Office for Europe. DK-2100 
Copenhagen 0, Denmark. 
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lished in English, French, German, Russian and Spanish, deal with 
the following areas of interest in the tobacco or health field: 

— the physician’s role; 

— legislative strategies for a smoke-free Europe; 

— the evaluation and monitoring of public action on 
tobacco; 

— tobacco or health; 

— helping smokers stop; 
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— tobacco advertising and promotion; 
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Bachman JG et al. Racial/ethnic differences in smoking, drinking, and illicit drug 
use among American high school seniors, 1976-1989. American journal of public 
health, 1991, 81: 372-377. 

Barry M. The influence of the US tobacco industry on the health, economy, and 
environment of developing countries. New England journal of medicine. i991, 
324: 917-920. 

Haglund M. Development trends in smoking among women in Sweden — an 
analysis. In: Aoki M ct al., ed. Smoking and health . Proceedings of the 6th 
World Conference on Smoking and Health. Tokyo, 9-12 November 1987 Am¬ 
sterdam, Excerpta Medica. 1988, pp. 525-529. 


108 


Mackay J. Smoking and women. Technical discussion. Asian Consultancy on 
Tobacco Control. WHO Regional Office for the Western Pacific, Manila, 1989. 

Masironi R. Roth well K. Tendances et effets du tabagisme dans !c mondc [Smok¬ 
ing trends and effects worldwide). World health statistics quarterly , 1988, 41: 
228-241. 

Nath UR. Smoking: Third World alert. Oxford, Oxford University Press. 1986. 

Paine P, Gomes Pereire M. Are smoking behaviours different in industrialized 
and developing countries? Hygie , 1988, 7: 27-29. 

Pine PL cl al. Smoking prevalence in a cohort of adolescents, including 
dropouts, and transfers. American journal of public health, 1988, 78: 176-178. 

Rigatto M ct al. Smoking control policies and female smoking habits in less 
developed countries. In: Rosenberg MJ, ed. Smoking and reproductive health. 
Littlehorn, Massachusetts, PSG Publishing, 1987, p. 207. 

Waldron I et al. Gender differences in tobacco use in Africa, Asia, the Pacific 
and Latin America. Social science and medicine, 1988, 27: 1269-1275. 

Whalen E. A smoking gun: how (he tobacco industry gets away with murder. 
Philadelphia, USA, George F. Stickley, 1984. 

Yach D. The impact of smoking in developing countries with special reference to 
Africa. International journal of health services , 1986, 16: 279-292. 


Chapter 3 

Aloia JF et al. Risk factors for postmenopausal osteoporosis. American journal 
of medicine, 1985, 78: 95-100. 

American Academy of Pediatrics, Committee on Environmental Hazards. In¬ 
voluntary smoking: a hazard to children. Pediatrics , 1986, 77: 755-757. 

Baron JA, Greenberg ER. Cigarette smoking and estrogen-related disease in 
women. In: Rosenberg MJ, ed. Smoking and reproductive health. Littleton, Mas¬ 
sachusetts, PSG Publishing, 1987, pp. 150-156. 

Beiraghi SM et al. Effect of smokeless tobacco on plasma lipoproteins in adoles¬ 
cents. Pediatric dentistry. 1988, 10: 19-21. 

Bonham GS, Wilson RW. Children’s health in families with cigarette smokers. 
American journal of public health , 1981, 71: 290-293. 

Boyle P. Cigarette smoking and pancreas cancer risk . Lyon, International Agency 
for Research on Cancer, 1990. 

Charlton A. Children’s coughs related to parental smoking. British medical jour¬ 
nal, 1984, 288: 1647-1649. 

Charlton A. Passive smoking and health risks to children: a review of the recent 
evidence. In: Aoki M et al., ed. Smoking and health. Proceedings of the 6th 
World Conference on Smoking and Health, Tokyo, 9-12 November 1987. Am¬ 
sterdam, Excerpta Medica, 1988, pp. 271-274. 

Chen Y et al. Influence of passive smoking on admissions for respiratory illness 
in early childhood. British medical journal, 1986, 293: 303-306. 

Clarke EA, Morgan RW, Newman AM. Smoking as a risk factor in cancer of 
the cervix: additional evidence from a casc-contro! study. American journal of 
epidemiology , 1982, 115: 59-66. 

109 



Source: https://www.industrydocuments.ucsf.edu/docs/tyhlOOOO 



WOMEN AND TOBACCO 


2503017S50 


Cogswell JJ et al. Parental smoking, breast-feeding and respiratory infection in 
development of allergic diseases. Archives of disease in childhood , 1987, 62: 
338-344. 

Doll R, Peto R. The causes of cancer: quantitative estimates of.avoidable risks 
of cancer in the United States today. Journal of (he Nufional Cancer Institute. 
1981, 66: 1191-1308. 

Fabrikant Jl. Radon and lung cancer: the Beir IV report. Health physics. 1990, 
59: 87-89. 

Glantz S, Parmlcy W. Passive smoking and heart disease: epidemiology, physiol¬ 
ogy, and biochemistry. Circulation , 1991, 83: M2. 

Greenberg RA et al. Ecology of passive smoking by young infants. Journal of 
pediatrics , 1989, 114: 774-780. 

Gross F et al. Management of arterial hypertension . A practical guide for the 
physician and pitied health workers. Geneva, World Health Organization, 1984. 

Haglund B et al. Cigarette smoking as a risk factor for sudden infant death syn¬ 
drome: a population-based study. American journal of public health , 1990, 80: 
29-32. 

Harlap S. Smoking and spontaneous abortion. In: Rosenberg MJ, cd. Smoking 
and reproductive health. Littleton, Massachusetts, PSG Publishing, 1987, p. 79. 

Harlap S, Davies AM. Infant admissions to hospital and maternal smoking. Lan¬ 
cet. 1974, l: 529-532. 

Herrero R et al. Invasive cervical cancer and smoking in Latin America. Journal 
of the National Cancer Institute , 1989, 81: 205-211. 

Higgins JE. Smoking and cancer: methodologic considerations. In: Rosenberg 
MJ, ed. Smoking and reproductive health . Littleton, Massachusetts,'* PSG Pub¬ 
lishing, 1987, p. 193. 

Hoick SE et al. Lung cancer mortality and smoking habits: Mexican-American 
women. American journal of public health , 1982, 72: 38-42. 

Janerich DT et al. Lung cancer and exposure to tobacco smoke in the household. 
New England journal of medicine , 1990, 323: 632-636. 

Lam TH et al. Smoking, passive smoking and histological types in lung cancer 
in Hong Kong Chinese women. British journal of cancer , 1987, 56: 673-678. 

La Vecchia C. Patterns of cigarette smoking and trends in lung cancer mortality 
in Italy. Journal of epidemiology and community health , 1985, 39: 157-164. 

La Vecchia C et al. Cigarette smoking and the risk of cervical neoplasma. 
American journal of epidemiology , 1986, 123: 22-29. 

Little RE, Peterson DR. Sudden infant death syndrome epidemiology: a review 
and update. Epidemiologic reviews , 1990, 12: 241-246. 

Locwen GM, Romano CF. Lung cancer in women. Journal of psychoactive 
drugs . 1989, 21: 319-321. 

Malloy MH ct al. The association of maternal smoking with age and cause of in¬ 
fant death. American journal of epidemiology , 1988, 128: 46-55. 

McConnochic KM, Roghmann KJ. Parental smoking, presence of older siblings, 
and family history of asthma increase risk of bronchitis. American journal of dis¬ 
eases of children , 1986, 140: 806-812. 


110 


SELECTED FURTHER READING 


Ncuspicl DR ct al. Parental smoking and post-infancy wheezing in children: a 
prospective chest study. American journal of public health. 1989, 79: 168-171. 

O’Connor GT ct al. The effect of passive smoking on pulmonary functions and 
nonspecific bronchial responsiveness in a population-based sample of children 
and young adults. American review of respiratory disease , 1987, 135: 800-804. 

Palmer JR ct al. “‘Low yield” cigarettes and the risk of nonfatal myocardial 
infarction in women. New England journal of medicine , 1989, 320: 1569-1573. 
Pandcy MR et al. Chronic bronchitis and coronary pulmonale in Nepal. Katman¬ 
du, Mrigendra Medical Trust, 1988. 

Piper JM, Matanoski GM, Tonascia J. Bladder cancer in young women. Ameri¬ 
can journal of epidemiology , 1986, 123: 1033-1042. 

Pocock NA et al. Effects of tobacco use on axial and appendicular bone mineral 
density. Bone. 1991, 10: 95-100. 

Riboli E el al. Exposure of nonsmoking women to environmental tobacco smoke: 
a 10-country collaborative study. Cancer causes and control , 1990, 1: 243-252. 

Rosenberg L et al. Decline in the risk of myocardial infarction among women 
who stop smoking. New England journal of medicine. 1990, 322: 213-217. 

Smith EM, Sowers MF, Burns TL. Effects of smoking on the development of fe¬ 
male reproductive cancers. Journal of the National Cancer Institute. 1984, 73: 
371-376. 

Snider GL. Changes in COPD occurrence. Chronic obstructive pulmonary dis¬ 
ease: a definition and implications of structural determinants of airflow obstruc¬ 
tion for epidemiology. American review of respiratory disease. 1989, 140: 53-58. 

Stergachis A et al. Maternal cigarette smoking and the risk of tubal pregnancy. 
American journal of epidemiology. 1991, 133: 332-337. 

Tager IB. ‘‘Passive smoking” and respiratory health in children — sophistry or 
cause for concern? American review of respiratory disease. 1986, 133: 959-961. 

Tager IB et al. Longitudinal study of the effects of maternal smoking on pulmo¬ 
nary function in children. New England journal of medicine. 1983, 309: 699-703. 

Thom TJ. International comparisons in COPD mortality. American review of 
respiratory disease. 1989, 140: 527-534. 

Trcvathan E et al. Cigarette smoking and dysplasia and carcinoma in situ of the 
uterine cervix. Journal of the American Medical Association. 1983, 250: 499-502. 

Weitznian M ct al. Maternal smoking and childhood asthma. Pediatrics. 1990, 
85: 505-509. 

Winn DM ct al. Snuff dipping and oral cancer among women in the southern 
United States. New England journal of medicine. 1981, 304: 745-749. 

World Health Organization. Female lung cancer increases in developed countries. 
Weekly epidemiological record. 1986, 61: 297-299. 

Wu AH et al. Smoking and other risk factors for lung cancer in women. Journal 
of the National Cancer Institute. 1985, 74: 747-751. 


Chapter 4 

Amos A, Bostock B. Putting women in the picture: cigarette advertising policy 
and coverage of smoking and health in women's magazines in Europe. London, 
British Medical Association, 1991. 


Ill 


Source: https://www.industrydocuments.ucsf.edu/docs/tyhlOOOO 




WOMEN AND TOBACCO 


SELECTED FURTHER READING 


250301785! 


Darbyshirc P. Hiding behind the smokescreen. Nursing times , 1986, 16: 48-50. 

Davis RM. Current trends in cigarette advertising and marketing. New England 
journal of medicine, 1987, 316: 725-732. 

Ernster VL. Mixed messages for women: a social history of cigarette smoking 
and advertising- New York state journal of medicine, 1985, 316: 725-732. 

Facts and reflections on girls and substance use . New York, Girls Inc., 1989. 

Goddard F, Ikin L. Smoking among secondary school children. London, HMSO, 
1986. 

Grunbcrg NE, Winders SE, Wewers ME. Gender differences in tobacco use. 
Health psychology, 1991, 10: 143-153. 

Haines J. Women: targets of a tobacco industry pressure. Canadian nurse , 1988. 
84: 15-17. 

Hogue CJR, Berman SM. Smoking and the women’s movement. In: Rosenberg 
MJ, cd. Smoking and reproductive health . Littleton, Massachussetts, PSG Pub¬ 
lishing, 1987. pp. 23-25. 

A manual on smoking and children . Geneva, International Union against Cancer, 
1982 (UICC Technical Report Series, No. 73). 

Michell L. Growing up in smoke . London, Pluto Press, 1990. 

Pandey MR, Ncupanc RP, Gautam A. Epidemiological study of tobacco smok¬ 
ing behaviour among adults in a rural community of the Hill region of Nepal 
with special reference to attitude and beliefs. International journal of epidemi¬ 
ology, 1988, 17: 535-541. 

Piepe T et al. Girls smoking and self-esteem — the adolescent context. Health 
education journal, 1988, 47: 83-85. 

Pirie PL et al. Gender differences in cigarette smoking and quitting in a cohort 
of young adults. American journal of public health , 1991, 81: 324-327. 

Smith GD, Shipley MJ. Confounding of occupation and smoking: its magnitude 
and consequences. Social science and medicine, 1991, 32: 1297-1300. 

Steinem G. Sex, lies and advertising. Ms. magazine , 1990, July/August. 

Waldron I. Patterns and causes of gender differences in smoking. Social science 
and medicine , 1991, 32: 989-1005. 

Warner 1C. Selling smoke; cigarette advertising and public health . Washington 
DC, American Public Health Association, 1986. 

Warner KE. Cigarette advertising and media coverage of smoking and health. 
New England journal of medicine, 1985, 312: 384-388. 


Chapter 5 

Bcllew B, Wayne D. Prevention of smoking among school children: a review of 
research and recommendations. Health education journal , 1991, 50: 3-8. 

Bultz B et al. Successful smoking cessation. Canadian nurse, 1988, 19: 18-20. 

Catching our breath. A journal about change for women who smoke . Winnipeg 
Manitoba, Women’s health clinic, 1990. 

Delaney SF Women smokers can quit: a different approach. Evanston, IL, 
Women’s Healthcare Press, 1989. 


112 


Flay BR. Selling the smokeless society: fifty-six evaluated mass media programs 
and campaigns worldwide . Washington, DC, 1987 (American public health prac¬ 
tice series). 

Frankowski BL et al. Advising parents to stop smoking. Opportunities and barri¬ 
ers in pediatric care. American journal of diseases of children, 1989, 143: 
1091-1094. 

Frese PA, Schierling-Wilkes J. Smokeless tobacco. The role of the dental 
hygienist. Dental hygiene, 1987: 366-369. 

Graham H. Women and smoking in the UK: the implications for health promo¬ 
tion. Health promotion , 1989, 3: 371-382. 

Johansson G, Johnson J, Hall E. Smoking and sedentary behaviour as related 
to work organization. Social science and medicine, 1991, 32: 837-846. 
Kretzschmar RM. Smoking and health: the role of the obstetrician and gynecol¬ 
ogist. Obstetrics and gynecology, 1980, 55: 403-406. 

Mosbach P, Leventhal H. Peer group identification and implications for inter¬ 
vention. Journal of abnormal psychology, 1988, 97: 238-245. 

Noppa H, Bengtsson C. Obesity in relation to smoking: a population study of 
women in Goteborg, Sweden. Preventive medicine, 1980, 9: 534-543. 

Pekurinen M, Valtoncn H. Price, policy and consumption of tobacco: the Fin¬ 
nish experience. Social science and medicine, 1987, 25: 875-881. 

Perkins KA et al. The effect of nicotine on energy expenditure during light physi¬ 
cal activity. New England journal of medicine , 1989, 320: 898-903. 

Prochaska JO, Di Clemente OC. States and processes of self-change of smoking. 
Journal of consulting and clinical psychology , 1983, 51: 390-395. 

Rigotti NA. Cigarette smoking and weight gain. New England journal of medi¬ 
cine, 1989, 320: 931-933. 

Schwartz J. Review and evaluation of smoking cessation and methods: the United 
States and Canada, 1978-1985 . Washington, DC, US Department of Health and 
Human Services, 1987. 

The smoking digest: progress report and a nation kicking the habit. Washington, 
DC, US Department of Health and Human Services, 1977. 

Stewart A, Orme J. Teenage smoking and health education. Health visitor, 1989, 
62: 91-94. 

Sullivan LW. Protect young people from tobacco addiction. State health legisla¬ 
tion report , 1990. 

Williamson DF et al. Smoking cessation and severity of weight gain in a national 
cohort. New England journal of medicine, 1991, 324: 739-745. 


Chapter 6 

Leppo K, Vertio H. Smoking control in Finland: a case study in policy formula¬ 
tion and implementation. Health promotion , 1986, I : 5-16. 

McLellan DL. Toward an international network of women against tobacco. 
Paper presented at “Women, tobacco, and health” workshop, 7th World Con¬ 
ference on Tobacco and Health, Perth, 30 March 1990. 

Roemer R. Legislative action to combat the world tobacco epidemic , 2nd cd. 
Geneva, World Health Organization, in press. 

113 




Source: https://www.industrydocuments.ucsf.edu/docs/tyhlOOOO 



Annex 1 


2503017852 


i 

I 

x 


Survey on tobacco use 


The following format has been designed for the systematic 
collection of information on national tobacco control pro¬ 
grammes. It comprises a set of questions for the establishment of 
a country profile and a set of definitions and notes to assist coun¬ 
tries to complete the questionnaire. 

Through the use of a standard format, WHO is trying to en¬ 
sure worldwide compatibility of data. However, it is realized that 
the availability of information on tobacco use will vary consider¬ 
ably in different countries and hence some degree of flexibility is 
anticipated. Some countries may have additional information; in 
other countries, a lack of information regarding some of the ques¬ 
tions should not prevent their completing other items of the profile 
for which information is available. 

The name and functions of the persons responsible for col¬ 
lecting the information and for updating it should be mentioned, 
together with the dates on which the profile or individual data 
therein was updated. 


Summary country profile 

1. Tobacco consumption, prevalence and 
intensity 

1.1 Total national consumption in kg: 

1990 1989 1983 1987 1986 1985 

All tobacco products combined 
Cigarettes 

Cigars and pipe tobacco 
Other forms (e.g. bidi, 

hookah and chewing tobacco) 
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1.2 Are periodic surveys or other assessments conducted of 
cigarette/tobacco consumption and of smoking prevalence and 
intensity according to sex, age group and specific population 
subgroups? (e.g. occupation, urban/rural residence, socio¬ 
economic status, geographical subdivisions.) 

1.3 If so, for which year(s) during the past decade or so are the data 
available? 

1.4 Are other forms of tobacco use also included in these surveys? 
If so, please provide details. 

1.5 Smoking prevalence and intensity: 


y Period I Period 2 

___ Males Females Dale _Males Females Dale 

1. Percentage of popula¬ 
tion aged 15 years 
and over who are 
regular smokers 

2. Percentage of popula¬ 
tion who are regular 
smokers, by age 
group: 

— 10-14 years 

— 15-19 years 

— 20-24 years 

— 25-44 years 

— 45-64 years 

— 65 years and over 

3. Smoking prevalence 
(%) in specific popula¬ 
tion subgroups (e.g. 
by occupation, race, 
ethnicity, socio¬ 
economic status, 
education) 

4. Among regular tobac¬ 
co users, average con¬ 
sumption per day of: 

— cigarettes 

— cigars or pipe 
tobacco 

— other tobacco pro¬ 
ducts 

5. Percentage of popula¬ 
tion who are 
ex-smokers 


1.6 Please provide the information requested below for the major 
brands of cigarettes (maximum of 5) sold in your country, 
together with their respective market shares (if. known). 
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Brand and type Tar Nicotine niter tip Market Year 

(menthol, filter, etc.) (mg per (mg per (Yes or share 
cigarette) cigarette) No) (%) 


a. 

b. 


1.7 Is there any information on the average age at which people 
begin smoking in your country? If so, what is the proportion 
of adult smokers who report beginning to smoke during the 
following ages? (Please provide data for the latest period 
available.) 

Age Men (%) Women (%) Both (Vo) Year of 

6 survey 


10 years and under 
11-14 years 
15-19 years 
20 years and over 
Mean age 


2. Mortality and morbidity from tobacco-related 
diseases 

2.1 Mortality rate or number of deaths from various causes: 

—-~ ~ Period I Period 2 

Males Females Dale" Malrt Females Date 


Total deaths 
Lung cancer 
Cancer of the larynx 
Cancer of the lip, oral 
cavity and pharynx 
Other cancers 
Bronchitis and emphysema 
Cardiovascular diseases 
(stroke, myocardial 
infarction) 

Acute upper respiratory 
infections 
All causes 
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2.2 Is there high mortality from any other disease which may be 
associated, partly with smoking and partly with another tradi¬ 
tional use of tobacco or endemic disease in your country? (e.g. 
bladder cancer — schistosomiasis and smoking — or oesopha¬ 
geal cancer use of alcohol and smoking.) If so, please pro¬ 
vide mortality data for the two periods shown in the table 
above. 

2.3 Does your country use these data to regularly assess the mor¬ 
tality attributable to tobacco use? (or smoking?) 

2.4 If so, how is your country monitoring the number of deaths 
attributable to tobacco use? (or smoking?) 

2.5 Number^ of deaths attributable to tobacco use: 

_ Period 1 Period 2 

-___Males. Female* Date Males Females Dale 


Total 

Lung cancer 
Cancer of the larynx 
Cancer of the lip, oral 
cavity and pharynx 
Other cancers 
Bronchitis and emphysema 
Cardiovascular diseases 


2.6 Does your country monitor the amount of morbidity caused 
by tobacco use? 

2.7 If so, please provide whatever information is available for the 
two data periods shown above. These data may be national or 
regional or refer to a specific locality, e.g. a hospital catch, 
ment area. Where possible, information should be shown 
separately for inpatients and outpatients and for the major 
tobacco-related diseases. 

2.8 Does your country monitor the health care costs and economic 
losses (e.g. caused by absenteeism) due to tobacco use? 

2.9 If so, please provide any available information for the two 
data periods shown above. 
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3. Economics and tobacco 

3.1 Please provide comparative figures or estimates for your 
country for each of the past 10 years (or for the longest and 
most recent period available) on the following: 

— annual tobacco production, import and export; 

— annual cigarette production, import and export; 

_ annual production of other manufactured tobacco goods, 

import and export. 

3.2 Please provide comparative figures or estimates for each of 
the past 10 years on the annual income/expenses (in local cur¬ 
rency) from tobacco production and consumption in your 
country through: 

— monetary value of agricultural production of tobacco; 

— monetary value of the manufacture of tobacco products; 

— cost of imports of tobacco, cigarettes and other manufac¬ 
tured tobacco products; 

— revenue raised by taxation (customs and excise taxes) on 
tobacco products as a percentage of all taxes; 

— income from tobacco exports. 

3.3 How is the revenue from tobacco used? Is any part of this 
revenue used for health-care services, health promotion cam¬ 
paigns, and/or social expenses? 

3.4 How many jobs are generated annually as a result of tobacco 
production and distribution? (Number of people employed in 
the production, manufacturing and distribution sectors of the 
tobacco industry.) 

3.5 Have any alternative crops been tried? If so, please provide 
details of the programme and outcome. 

3.6 What is the cost of 20 cigarettes and the mean household in¬ 
come per year? 


4. Health education 

4.1 What are the components of the anti-tobacco health educa¬ 
tion programmes for schoolchildren in your country? At 
what age is anti-tobacco education introduced? What form 
does this school education take? Is it integrated into a global 
health education curriculum? Has it been evaluated? 
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4.2 How is health education on the dangers of tobacco presented 
in the curricula of health personnel such as doctors and 
specialists, nurses, dentists, dental hygienists, dieticians and 
others? 

4.3 Are public information programmes (anti-smoking messages) 
organized systematically or for special occasions (c.g. World 
No-Tobacco Day) on the following media: television, radio, 
press, others? Please give examples. How often are they 
featured? 

4.4 Are community anti-smoking activities, including smoking 
cessation programmes, organized? If so, at what level and for 
which specific groups? (e.g. women, pregnant women, 
migrant workers.) Please give examples. How are health per¬ 
sonnel involved? 

4.5 What is the role of governmental and nongovernmental or¬ 
ganizations, respectively, in health education? 

4.6 What is the government budget for health education? 

4.7 What proportion of this budget is allocated to anti-smoking 
health education programmes? 


5. Legislation and regulation 

5.1 What are the laws or regulations that have been adopted in 
your country to restrict smoking in public places such as pub¬ 
lic transport, official buildings, schools, etc.? How are these 
restrictions enforced? In what year did these laws or regula- 
tions come into force? 

5.2 What are the laws protecting children from tobacco? 

• Which laws prohibit the sale of tobacco products to minors? 

• Is there is a ban on tobacco-vending machines in your 
country? 

• Is smoking prohibited in schools or other educational insti¬ 
tutions? 

5.3 Is smoking prohibited in health and health-related premises 
such as hospitals (public or private), health centres, screening 

acihtics, ambulances, doctors’ offices, dental surgeries, etc.? 
When did these regulations come into force? 

5.4 Is there a ban (direct or indirect) on the advertising of tobacco 
products? Please provide details. To which form of media does 
this ban apply? 

5.5 Is there a ban on the sponsorship of sporting or cultural events 
by tobacco companies? How is this ban enforced? 


5.6 What are the regulations on the labelling of tobacco/cigarette 
packets? 

• What are the health warnings marked on tobacco packets. 
Are these health warnings changed regularly? What is the 
size of these warnings compared with the size of the tobac¬ 
co packet? 

• Is it compulsory to indicate tar and nicotine yields on 
tobacco packets? 

• Is it compulsory to list the additives to the tobacco on the 
packets? 

5.7 Has any other legislative action been taken in your country 
against tobacco? Are these laws enforced? If so, by whom. 

6. Behavioural, cultural and sociological factors 

6 1 Have any studies been conducted on the sociological and cul¬ 
tural determinants of smoking in the general population or in 
specific groups, e.g. young people, women, and minority 
groups? (Please give details.) 

6 2 How is public knowledge about the effects of tobacco use 
surveyed? How often is it surveyed? What percentage of the 
population consider smoking to be harmful? 

6.3 How is social acceptability of tobacco use evaluated in your 
country? How often is it evaluated? Is it decreasing? 

6.4 What is the general attitude of the public to tobacco regula¬ 
tions? Is it surveyed? 

7. General policy and programme matters 

7.1 Is there a national focal point, such as a national organiza¬ 
tion or group of health agencies formally in charge of the 
tobacco control activities or the coordination of these activi¬ 
ties? How is it funded? In which structure (governmental or 
otherwise) is it located? How many paid staff does it have? 
Please give address, phone number, etc. of the organizations 
involved. 

7.2 Are there any nongovernmental organizations or special 
groups addressing the “tobacco or health issue? 

7 3 Does your government have an official policy or programme 
addressing all (or most) of the above-mentioned points 
(1 .t—6.4)? If so, please provide details and attach relevant 
documentation. What proportion of total government expen¬ 
diture is allocated to the implementation of this policy/ 
programme? 


120 


121 



Source: https://www.industrydocuments.ucsf.edu/docs/tyhlOOOO 




WOMEN AND TOBACCO 


I 


SURVEY ON TOBACCO USE 


2503017856 


7.4 Have the anti-tobacco measures taken in your country been 

effective? Please explain how they have been enforced. What 
results have been obtained? * 

7.5 Can you give any other information on the effectiveness of I 

the tobacco control policy/strategy/programme being imple- \ 

mented at present in your country? ; 

8. Other related information 

For example, future plans, areas of specific interest, etc. 


Guidance for the completion of the country 
profile J 

1. Tobacco consumption, prevalence 
and intensity 

This section of the questionnaire is concerned with statistical 
information on tobacco use and tobacco-related disease in your 
country. Information should be provided on any form of tobacco 
consumption which you consider to have significant consequences 
for the health of the population. 

The definitions and data format pertaining to this section are 
those adopted by WHO for collecting information at the interna¬ 
tional level on tobacco consumption and related diseases. It would 
be helpful if the data could be provided according to the definitions 
and format specified; however, any information that is available on 
these topics would greatly assist WHO in monitoring the tobacco 
epidemic. If the format and definitions differ from those suggested 
Please specify the definitions, ages, population groups, etc. 
which are relevant for your country in order to assist WHO in inter¬ 
preting the data. 

Question 1.1 

This question refers to the annual national consumption of 
tobacco products (in kg if possible). These estimates are generally 
derived from trade balance sheets, taking into account data on im¬ 
ports, exports, production and stockpiling of tobacco products. If 
available, consumption data should be provided according to the 

major forms of tobacco use as indicated and for as many years as 
possible. 

Data on the prevalence of use of the various tobacco prod¬ 
ucts should also be provided if possible. 


Questions 1.2-1.5 

Smoking prevalence is usually defined as the percentage of a 
particular population being surveyed who are regular smokers (see 
question 1.5, Item 1, below, for a definition of regular smokers). 
For monitoring purposes it is extremely important that prevalence 
be assessed within specific population subgroups, and in particular 
by age and sex (see Question 1.5). In addition, prevalence should 
also be assessed by demographic characteristics such as occupation 
(or some other indicator of socioeconomic status) and place of 
residence. 

Surveys may be national surveys of prevalence or they may 
be less comprehensive (e.g. urban residents or certain localities) 
with known sampling biases (e.g. poorer segments of the popula¬ 
tion may have been excluded). The nature of the survey should be 
specified. If possible, nationally representative survey data should 
be reported. 

Survey or census data on prevalence of tobacco use may reler 
to a single calendar year or several years. It should be specified 
when the data were collected. If prevalence data are not available 
for the 1980s, information for the latest year(s) available should 
be provided. 


Question 1.5 

The purpose of this table is to provide information on tobac¬ 
co use, now and at some earlier period. Ideally, the two periods 
should be about 10 years apart, although you may wish to provide 
data for a shorter or longer period, depending on availability and 
relevance to the assessment of programme effectiveness. 

Period 1 should be used for the latest available data. The 
data need not necessarily be confined to a single calendar year, but 
may include 2, 3 or even 5 years. Furthermore, the data for each 
item under Period 1 may not be available for the same calendar 
year(s). For example, data on regular smokers aged 15 and over 
may be available for 1990, but detailed age-specific data may only 
be available for 1988. In this case, please specify the reference 
year(s) for each item in the column provided. 

Period 2 should be used for data referring to a period about 
10 years earlier than Period 1. Data should be shown for as many 
items as possible, even if the calendar year(s) are not the same for 
each item. Please specify the reference year(s) where necessary. 

Item 1. A regular smoker is someone who, at the time of 
the survey, smokes some kind of tobacco product every day and 
has done so for the last 6 months or more. A comparable defini¬ 
tion may be used for other forms of tobacco use (e.g. chewing 
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tobacco). The definition does not include occasional smokers (i e 
anyone who smokes, but less than once a day). However, if your 
definition of regular smoker includes occasional smokers, please 
indicate this on the questionnaire. 

If prevalence data are not available for the population aged 
15 years and over, please provide any data that are available and 
indicate accordingly. 

Item 2. If prevalence data are not available for the age 
groups indicated, please provide data for whatever age groups are 
available. 

Item 3. Prevalence data may be available for certain popula¬ 
tion subgroups, according to occupation, socioeconomic status 
( owever defined), urban/rural residence, administrative divisions 
(e.g. states/provinces), etc. A maximum of five subgroups should 
be selected. 


Item 4. For those who are reported to be regular tobacco 
users, data is required on their average daily consumption of 
tobacco products, including: 

— manufactured cigarettes; 

— hand-rolled cigarettes; 

— bidis; 

— pipefuls of tobacco; 

— cigars; 

— pinches of snuff; 

— quids of chewing tobacco, etc. 


If consumption data are not available in 
provide them in whatever format is available. 


this format, please 


2. Mortality and morbidity from tobacco-related 
diseases 

In view of the rising incidence of tobacco-related diseases in 
many countries, various techniques have been developed for as¬ 
sessing the annual rates of mortality and/or morbidity due to 
tobacco use, particularly smoking. 

Question 2.5 

.. ^j\ e ta ^* e requests data on the total number of deaths at¬ 
tributable to tobacco use over all ages. If data are available by age 
group, and/or for specific forms of tobacco use (e.g. cigarettes) 
please provide them. As for Question 1.5, the two periods may 
each comprise one or more calendar years, and should be approxi-. 
mately one decade apart. 
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The table also requests information on the annual number of 
tobacco-attributable deaths coded to the major tobacco-related 
diseases, e.g. lung cancer. If desired, more specific categories may 
be reported. Thus “other cancers” may be further subdivided into 
oral cancer and/or oesophageal cancer and/or laryngeal cancer, all 
of which are significantly associated with tobacco use. The term 
“cardiovascular diseases” covers all diseases of the circulatory sys¬ 
tem, although more specific diseases, e.g. ischaemic heart disease, 
may be identified if data are available. Chronic obstructive lung 
diseases refer primarily to chronic bronchitis and emphysema. 


Question 2.6 

Please specify how the mortality or morbidity attributable to 
tobacco use is assessed. (Techniques range from applying fixed 
proportions calculated from studies in other countries (e.g. 90% 
for lung cancer, 75% for chronic obstructive lung disease and 25% 
for cardiovascular disease) to the use of findings from national 
studies on relative risks for smokers, in combination with detailed 
prevalence data for the population.) 

Question 2.8 

A number of countries have been monitoring the cost of the 
tobacco epidemic including direct costs of medical care (e.g. dura¬ 
tion of stay in hospital, costs of treatment and costs of admission) 
and economic losses arising from lost productivity (e.g. absentee¬ 
ism from work). Please provide whatever data are available, for 
the latest available year(s), and for some period about 10 years 
earlier. 

3. Economics and tobacco 

This section deals with the revenue accrued through tobacco 
production, processing and taxation; or alternatively with the ex¬ 
penses incurred through tobacco imports for non-tobacco produc¬ 
ing countries. If specific surveys have been conducted, please 
attach the results. 

Questions 3.1 and 3.2 

The answers to these questions should provide an economic 
profile of the tobacco or health situation in individual countries, 
based on: 

— revenue from production and manufacturing of tobacco 
products; 
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cost of imports (to assess the impact of tobacco imports 
on the balance of trade); 

revenue from taxation (to analyse the income for the 
government from customs and excise taxes); 

— income from exports (to assess the impact of tobacco ex- 
ports on the balance of trade). 

Question 3.3 

How is the income generated by the production, manufactur¬ 
ing and distribution of tobacco used? Is the revenue put to a 
specific use? Please provide details. Can the income generated by 
tobacco be linked to health and social development in the country? 

Question 3.5 

The answer to this question should mention any attempt, 
general or partial, made to replace tobacco by other crops (e.g. 
groundnuts, maize, fruits or vegetables). The results of these ex¬ 
periences should be evaluated in relation to the financial outcome 
tor the grower and for the state (if applicable). 


4. Health education 

Please attach the text of relevant courses or curricula. 
Question 4.2 
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5. Legislation 

Please attach the text of the laws relevant to tobacco control. 


Questions 5.1-5.3 

The purpose of this section is to establish how much protec¬ 
tion is given to the population against involuntary exposure to 
tobacco smoke. These measures may be valid nationally (legisla¬ 
tion) or be the responsibility of local authorities (regulations). 

Question 5.1 

If the legislation provides for certain persons or communities 
to decide where smoking is permitted, it will be necessary to men¬ 
tion the main legislation and if possible to give an idea of the total 
impact of this legislation on smoke-free public places. If tines can 
be applied, please give details. 


6. Behavioural, cultural and sociological factors 

Surveys of public knowledge about tobacco could include 
questions on the harmful health consequences of tobacco use, the 
benefits of cessation, the hazards of passive smoking, etc. Public 
awareness may be assessed formally through national surveys or 
through more modest enquiries conducted at such places as the 
workplace. The nature of the survey should be specified. 


Please include training and postgraduate training as well as 
on-the-job retraining. 

Question 4.3 

Some people are still not aware of the damage to their health 
caused by smoking and other uses of tobacco. The facts alone 
with recent findings, should be publicized through an information 
programme. In order to reach the widest public, all those involved 
in the health field should participate in the programme and all 
forms of the media should be used. 


Question 4.5 


Please include the names of any nongovernmental 
tions that play a role in anti-tobacco education. 


organiza- 


7. General policy and programme matters 

The issues mentioned in the six previous sections are often 
grouped in a tobacco control policy or programme. Many organi¬ 
zations and groups may play a role in the implementation of this 
policy or programme, the goal of which is a tobacco-free society. 
This set of questions is designed to determine the extent (and suc¬ 
cess) of the national policy and the organizations and groups in¬ 
volved. 

Question 7.1 

National focal points are usually located in the Ministry of 
Health, but in some cases a nongovernmental organization may be 
in charge of the coordination of and support for tobacco control 
activities. 
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Questions 7.4 and 7.5 

These questions attempt to evaluate the effectiveness and 
completeness of national control programmes. Any information 
that is available on this subject should be given, even if it does not 
lall directly within the framework of the questions. 




Price (Sw.fr.)* 

Smokeless tobacco control. 

Report of a WHO Study Group. 

WHO Technical Report Series. No. 773, 1988 (81 pages) 11.— 

Smoking control strategies In developing countries. 

Report of a WHO Expert Committee. 

WHO Technical Report Series, No. 695, 1983 (92 pages) 10.— 

Controlling the smoking epidemic. 

Report of the WHO Expert Committee on Smoking Control. 

WHO Technical Report Series, N6. 636, 1979 (87 pages) 9.— 

It can be done: a smoke-free Europe. 

Report of the First European Conference on Tobacco Policy. 

WHO Regional Publications, European Series, No. 30, 1990 

(67 pages) 18.— 

Noncommunlcable diseases: a global problem. 

World Health Statistics Quarterly, Vol. 41, No. 3/4, 1988 

(72 pages) 23.— 

Women and health. 

World Health Statistics Quarterly, Vol. 40, No. 3, 1987 (96 pages) 21.— 

Prevention In childhood and youth of adult cardiovascular 
disease: time for action. 

Report of a WHO Expert Committee. 

WHO Technical Report Series, No. 792, 1990 (105 pages) 12.— 

Health needs of adolescents. 

Report of a WHO Expert Committee. 

WHO Technical Report Series, No. 609, 1977 (49 pages) 7.— 


Further information on these and other WHO publications can be obtained from 
Distribution and Sales, World Health Organization. 1211 Geneva 27, Switzerland 


* Prices in developing countries are 70% of those listed here. 
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Worldwide Decline in Smoking 


Anti-smoking activists have attempted to alarm the public by 
asserting that there is a "worldwide smoking epidemic", and particu¬ 
larly an "epidemic" of smoking in the Third World. This is an 
incorrect notion, both worldwide and with respect to the Third World. 
Nevertheless, it has been frequently repeated by career anti-smoking 
activists, 1 and its correctness was assumed by certain members of the 
United States House of Representatives in their 1990 request to the 
General Accounting Office to conduct an investigation of the 
international marketing practices of the United States tobacco 
companies. 2 

Per capita consumption of cigarettes has, in fact, been steadily 
declining on a worldwide basis over the last decade. The total 
production of cigarettes throughout the world 2 divided by world 
population showed 1981 consumption of almost 1,200 cigarettes per 
person, falling below 1,100 five years later, and further reduced to less 
than 1,000 in 1990. 


1 Dr. Judith M. McKay, a career anti-smoking activist, testified to a May 17, 
1990 Congressional subcommittee: "The problem is that the bulk of that increase [in 
cigarette related deaths] will not lie in countries like the United States. They will lie 
in the Third World. . . And the Third World simply cannot afford this kind of 
epidemic." In October, 1988, her article, "The Tobacco Epidemic Spreads," was 
published in World Health. 

The American Medical Association several years ago issued a report entitled: 
"Impact of United States Tobacco Exports on the Worldwide Smoking Epidemic." 

2 The October 23,1990 letter from Representative Chester G. Atkins, joined by 
nineteen other members of the House of Representatives, said, in relevant part: "we 
believe your review will greatly assist the Congress in its deliberations of the various 
legislation (sic) addressing the control of the worldwide smoking epidemic." 

3 For purposes of this paper, cigarette production, import and export figures 
referred to are those reported by the United States Department of Agriculture, Foreign 
Agricultural Service, World Tobacco Situation. Data in this paper do not include 
either cigarette or population figures for the People's Republic of China, which are 
considered to be unreliable, are anomalous to general trends and which relate to a 
market where the international cigarette business is a trivial factor, representing a 
fraction of one percent. 

* Data for the years 1980 through 1988 are drawn from the United Nations 
Demographics Yearbook-1988, and for the years 1989 and 1990 from the United 
Nations World Population Prospects. 
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The steady reduction in the worldwide rate of cigarette 
consumption shown in Figure 1 exceeded twenty percent over the 
period. The term "epidemic" for such a phenomenon is not only 
inappropriate and misleading — it is the opposite of the truth. 
"Epidemic" means an outbreak or product of sudden rapid spread, 
growth or development. It cannot be correctly, or even honestly, 
applied to a situation of persistently declining incidence. 

The misconception that there exists a worldwide epidemic of 
smoking is propagated by career anti-smoking activists who have 
succeeded in inducing many people into believing that the mythical 
epidemic is particularly acute in the Third World. Yet the data reveal 
that there is not, and there has not been, an epidemic of smoking in 
the third world at all, much less a particularly acute epidemic. As 
shown in Figure 2, there has actually been a decline in the rate of 
cigarette smoking in the Third World of more than ten percent over 
the past decade. 5 



5 These data are based on local production plus imports, less exports. 
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Even in what had been the Soviet bloc, smoking has been 
characterized by a definite downward trend. Figure 3 shows that over 
the last decade per capita consumption of cigarettes has declined in 
every part of the world: in the industrialized countries of the OECD,6 
in Eastern Europe, in Africa, in Latin America, and in Asia. 


Ggarettes 


Pei Capita Ggarette Consumption 



01990 


Europe America 


Figure 3 


It has been suggested by anti-smokers that while smoking is 
declining in rich countries, the less educated and protected people in 
poor countries are taking up the practice more and more. 7 When 
looked at in relative terms, the data reveal that although the decline in 


6 The Organization for Economic Cooperation and Development's membership 
is: Australia, Austria, Belgium, Canada, Denmark, Finland, France, Germany, Greece, 
Iceland, Ireland, Italy, Japan, Luxembourg, Netherlands, New Zealand, Norway, 
Portugal, Spain, Sweden, Switzerland, Turkey, United Kingdom and the United 
States. 


7 "The data indicates . . . that smoking rates are declining in the Western 
world at the rate of two percent a year, but rising in the developing world at the rate 
of two percent.... American men who wear ties are quitting and what are we trading 
these people who wear ties for, but these people here?" Gregory Connolly, DMD, 
career anti-smoking activist. 

"The U.S. tobacco industry, frustrated by America's increasing concern about 
the known serious dangers of smoking and the declining percentage of Americans who 
do smoke, have turned their attention to creating new markets in Asia and Africa." 
U.S. Representative Robert Whittaker. 

"For every smoker who quits in Boston or Baltimore, new smokers are being 
targeted and aggressively recruited by U.S. tobacco companies in Bangkok and 
Beijing." U.S. Representative Henry Waxman. 
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per capita cigarette consumption has been greater in the OECD (the 
twenty-four most industrialized countries) than in the rest of the 
world, it was starting from a considerably higher base in the OECD. 
Indeed, over the last decade while per capita cigarette consumption 
declined 16% in the OECD it fell, on average, 10% in the rest of the 
world where the base was already considerably lower. 

It is significant that these fall-offs in cigarette consumption have 
taken place against a strong contrary trend of consumption patterns for 
other consumer, packaged, non-essential items. As can be seen in 
Figure 4, there has been a pattern of rapid growth among soft drinks^ 
in each region of the world, while the consumption pattern for 
cigarettes has been clearly negative. 



Finally, although an epidemic should be considered relative to 
the size of the population concerned, it is noteworthy that not only on 
a per capita scale, but even on an absolute scale, there are fewer 
cigarettes manufactured today than there were a decade ago. Indeed, 
over the ten year period the world production of cigarettes has been, on 
average, more than a billion fewer each year. 9 Consequently, by no 
definition can it properly be said that there is a "worldwide epidemic of 
smoking." Instead, there is a worldwide decline in smoking. 


8 Source: Beverage Marketing Corporation. 

9 USDA, FAS, World Tobacco Situation reports for the period. See also, 
United States International Trade Commission, Office of Industries, Publication 2462 
(AG-2), November 1991, Industry & Trade Summary, Cigarettes, p.4 /'world production 
of cigarettes, excluding China's, has been stable." Growth of consumption in the 
isolated People's Republic of China cannot fairly be parlayed into a worldwide 
phenomenon which it is not. 
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SMOKING AMONG NORWEGIAN DOCTORS 1952-84 

HANNE THURMER, KJF.LL BJARTVEIT, ARNE HAUKNES 

National Council on Smoking and Health, P.o. Box 8025 Dep., Oslo 1, Norway 

A 1984 survey on Norwegian doctors was used to update earlier conclusions from 
similar surveys in 1952 1 and 1974 2 . The 1984 survey included for the first tiro 
questions regarding doctors' intervention with patients. 91* of a stratified 
saaple of members of the Norwegian Medical Assosiation responded to the Railed 
questionnaire, 435 female and 969 male physicians. As sacking varies systematic¬ 
ally by age, the general population was ageadjusted to match the doctors' age 
distribution. The figures given for the general population in this paper nay 
therefore differ froa official Norwegian figures. 

RESULTS: 

In 1984, 18.6* of aale doctors were smokers, whereas in the Norwegian popula¬ 
tion at large 46* were smokers. Only 11.4* of female doctors smoked compared to 
41* of all Norwegian women. There seems to be a widening gap between the doctors 
and the lay population, because the differences are more marked in the younger 
age groups, and because aore doctors than lay persons want to quit smoking. 

In comparison both to 1952 and to 1974 there was in 1984 a further considerable 
decrease in the proportion of doctors who smoke, both within and across age 
cohorts, (not the same persons), with the exception of persons 65 years of age 
and older. The decrease in smoking among males is much steeper among doctors 
than in the Norwegian sale population. Smoking proportions are increasing in 
the female population, and reducing sharply among female physicians. (Fig. 1) 
Cessation : 

25* of male and 15* of female doctors are now ex-smokers, from this it may be 
inferred that 2.400 Norwegian doctors have quit smoking. The doctors who 
continue smoking have not cut down on their tobacco use. The mean consumption 
per smoker was 14 cigarettes per day for male doctors and 12 cigarettes per day 
for female doctors. This difference is almost identical to the doctors' con¬ 
sumption in 1974 and to the consumption of the general population in 1984. 
Do_doctors intend to quit? 

When asked to predict their smoking habits in 5 years, only 11* of male doctors 
and 4* of female doctors who smoke were certain that they would smoke in 1989, 
whereas 40* of the men and 54* of the women think it likely or certain that they 
will quit smoking. If their own predictions were true, the overall rates of 
smoking in 1989 would be 11* for male doctors and 5* for female doctors. 

Smoking Intervention; 

A new feature ot the 1984 survey was the inclusion of questions on doctors' 
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activity in advising patients about the health effects of smoking and to 
recommend changes in patients* smoking habits. 48% of male and 42% of female 
doctors who had opportunities to discuss smoking with patients, say that they 
question all patients on smoking. Scores on a smoking intervention index reflect 
physicians' own smoking behavior: Kon-smoking doctors score higher than smoking, 
never-smokers score higher than ex-smokers, younger doctors higher than older, 
and GPs higher than hospital doctors. 

Multiple regression showed that for males, being a GP was the most important 
factor in predicting high intervention activity, followed by young age, low 
tobacco consumption and being a company doctor. The same four factors were most 
important for female doctors. However, there were only 14 female company doc¬ 
tors. Specialists, hospital doctors and graduates from non-Norwegian medical 
schools had negative regression coefficients, showing relatively lower activity. 

Turning to the individual items that made up the smoking intervention index, no 
differences are seen between smokers and non-smokers regarding advice to 
patients with smoking related symptoms, or to women who were pregnant or on oral 
contraceptives. Non-smoking physicians were, however, more likely to discuss 
smoking with all smoking patients. They were also more interested in helping 
patients quit smoking.(Fig,1) 

BIS-CUSSIfllL. 

It is of great importance to have high response rates when inferring smoking 
habits, and when comparing 1984 figures with earlier surveys that were conducted 
when pressure to stop smoking was less. 30% of late responders were smokers 
compared to only 17% of early responders. 

If the present trend of reducing smoking proportions by 1.7% per year for male 
and by 1.0% per year for female doctors continues, Norwegian doctors will be 
smoke-free by 1996. Although the non-smoking goal is unlikely to be met for the 
general population, it is encouraging to see that doctors at least are reducing 
their smoking at such a rapid rate. (Fig.1.) 

Measured by the smoking intervention index, younger doctors show more interest 
in smoking and healtn. This may reflect that the education of medical students 
now emphasizes preventive measures generally, and towards smoking in particular. 

It is very unfortunate that older doctors and specialists tend to be less 
interested in their patients' smoking, as they are often sought for second 
opinions. If consultants do not inquire about smoking, patients may use this 
as an excuse to ignore the advice of the referring GP. 

COUCLOSIQMSj. 

1. A considerable decrease in the proportion of smoking doctors occurred during 
the period from 1952 to 1984, from 74.6% to 18.6% for men, and from 44.5% to 
11.4% for women. The decrease in smoking is partly due to smoking cessation and 
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partly due to fever smokers among younger doctors. 

2. Smoking and non-smoking doctors alike give information on sioking and health 
to patients who report smoking related symptoms. However, general smoking and 
health information as well as assistance in breaking the habit, are more fre¬ 
quently given by non-smoking doctors. Young, non-smoking GPs are the most active 
in this regard. 


Figure 1. PERCENT SMOKERS AMONG NORWEGIAN DOCTORS IN 1952-1984 
AND IN THE GENERAL POPULATION 1556-1964. AGE ADJUSTED 
Thurmer & Bjartveit 



YEAR 



Table 1. X DOCTORS DISCUSSING SMOKING BY PATIENT SITUATION, N 
COMPARING GPs TO HOSPITAL DOCTORS, OR SMOKERS TO NON 

=582, MALES. 
-SMOKERS 

PATIENT SITUATION: 

GPs 

Hospital 

Daily 

Non- 



doctors 

smokers 

smokers 

Smoking related symptom 

100 

99 

100 

99 

Pregnant 

98*** 

77 

84 

87 

On oral contraceptives 

93*** 

63 

72 

77 

Daily smoker 

65* 

51 

33 

61*** 

All patients 

36 

55* 

39 

52** 

DOCTORS WHO WOULD: 




■ 

Motivate smokers to quit 

84** 

69 

56 


Host cessation groups 

17** 

13 

7 

... ■ 


4 p < 0.05 ** p < 0.01 *** p < 0.001 


Ref.1. Kreyberg HJA. A study of tobacco smoking in Norway. Br J Cancer 1954;8:13 

2. Aar# LE. et al. Smokinbg habits aiong Norwegian doctors 1974. Scand J 
Soc Med 1977;5:127-35. 
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ACTION PLAN “SMOKEFREE NORWAY YEAR 2000” 


Tore Sanner 1 , Tom Grimsrud 1 , Arne Heimdal 2 , Vibeke NordahP, Nina Koefoed 4 , Sonja Stenmarck* 1 *, Erling Sven- 

nevik 7 

iThe Norwegian Association against Tobacco, P.O.Box 5327, N-0304 Oslo 3, The Norwegian Asthma- and Allergy 
Association, Industrigt 36, N-0357 Oslo 3, The Norwegian Medical Association, Lag&sen, N-1324 Lysaker, The 
Norwegian Cancer Society, P.O.Box 5327, N-0304 Oslo 3, The Norwegian National Health Association, P.O.Box 
7139, N-0307 Oslo 3, The Norwegian Coordinating Boards of Health Education, P.O.Box 8128 Dep, N-0032 Oslo 
j The Norwegian Confederation of Sport, 1351 Rud, Norway 


ABSTRACT 

An action plan “Smokefree Norway Year 2000” was pre¬ 
pared by the Norwegian Association against Tobacco, the 
Norwegian Asthma and Allergy Association, the Norwe¬ 
gian Cancer Society, the Norwegian Confederation of 
Sport, the Norwegian Coordinating Boards of Health 
Education, the Norwegian Medical Association, and the 
Norwegian National Health Association. The action plan 
was presented to the Minister of Health and Social Affairs 
in January 1989. 

The action plan discusses the use of tobacco in Norway and 
related health effects. Concrete targets and time limits for 
different actions are suggested. The importance for the 
Government to have an active policy against tobacco is 
stressed. Actions such as the increase of tobacco prices, the 
reduction in the availability of tobacco, and the creation of 
more smoke-free areas are necessary. The largest resources 
should be used to prevent adolescents from starting to 
smoke. A work group with representatives from the Depart¬ 
ment of Health and Social Affairs, the Directorate of 
Health, the National Council on Smoking and Health and 
from the organizations that have signed the action plan has 
been appointed. The work group is an advisory group and 
a forum for coordination of the campaign against tobacco. 
The work group will in addition have the responsibility of 
evaluating the progress of the action plan. 


smoking among men was reduced from 52% in 1973-74 to 
40% in 1981. This percentage has remained nearly constant 
since then. Among women the prevalence rate of regular 
smoking has been constant, about 32-33% since 1973. 
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Fig 1. Prevalence of daily smoking in Norway in the age 
group 16-74 years. 


THE NEED FOR AN ACTION PLAN AGAINST 
TOBACCO 

The Norwegian Parliament was one of the first parliaments 
to discuss a program against smoking. In 1969, the Norwe¬ 
gian Parliament announced a national program against 
smoking. Tobacco advertising was banned in 1974. Subse¬ 
quently, health warnings have been introduced on cigarette 
packets, packets of smoking tobacco and packets of ciga¬ 
rette paper. The Norwegian Medical Association’s board 
took aresolution to the Government to work for “Smokefree 
Norway by the year2000”. The two last Governments have 
both agreed on this goal. In 1988 we got an act protecting 
people against passive smoking. 

Although Norway, in many respects, has been a pioneer in- 
the campaign against tobacco, the prevalence of smoking in 
Norway has changed very little during the last eight years. 
Thus, it is apparent from fig. 1 that the prevalence of daily 


The absence of changes in the prevalence of regular smok¬ 
ing in the Norwegian population, gives the impression that 
only small changes in smoking habits have occurred during 
the last years. This is, however, not the case. If we consider 
different groups of the population, considerable changes 
have occurred. In 1952 about 75% of male medical doctors 
smoked, while in 1984 the prevalence rate had been re¬ 
duced to 19%. Moreover, an inverse correlation between 
smoking and educational status is clearly shown in a recent 
study from the Norwegian Council on Tobacco and Health 
(Fig 2). The study shows that in the period 1987-89, the 
prevalence of male regular smokers in the age group 20-30 
years was nearly 4 times higher among those with only 
basic education than among college and university gradu¬ 
ates. Those with high school and some college education 
fell half way in between. Among women in the age group 
20-30 years, the pattern was similar, although the preva¬ 
lence rate of smoking was higher among college and 
university graduates. 
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Fig 2- Prevalence of daily smoking in the age group 20 - 30 

years in the period 1987 to 89 in groups with different education. 


During the period when the prevalence of regular smoking 
was constant in Norway, the prevalence of regular smoking 
in theUS A was reduced by between 1/3 and 1/4. In Finland, 
Sweden and the USA, the prevalence of regular smoking is 
considerably lower than in Norway. During the last years 
Norway has been lagging behind in reducing the use of to¬ 
bacco. This was one of the reasons for the Norwegian 
Cancer Society, the Norwegian Association against To¬ 
bacco, the Norwegian National Health Association, the 
Norwegian Asthma and Allergy Association and the Nor¬ 
wegian Coordinating Board on Health Education to pre¬ 
pare, in 1986, an action plan for “Smokefree Norway Year 
2000.” A new action plan was prepared on the basis of ac¬ 
tivities to reduce the use of tobacco in Europe during the last 
years. The present action plan is based on recommenda¬ 
tions from the World Health Organization, Regional Office 
for Europe “A 5 Year Action Plan, Smoke Free Europe” 
and recommendations from the First European Conference 
on Tobacco Policy (organized by WHO in Madrid 7- 
11.11.88). Moreover, recommendations from The Sixth 
World Congress on Tobacco and Health and the action 
plans against cancer by the European Community and the 
Nordic Council, have been taken into consideration. In 
addition to the organization which prepared the first action 
plan, the Norwegian Medical Association and the Norwe¬ 
gian Confederation of Sport have participated in the new 
action plan which was presented to the Secretary of Social 
Affairs in January 1989. 

THE STRATEGY OF THE ACTION PLAN 

In the new action plan, concrete aims and time limits are set. 
Some of the reforms may seem unrealistic and provocative. 
It is then important to remember that many reforms which 
are commonly accepted today, seemed unrealistic just a 
few years ago. Moreover, the attitudes towards tobacco and 
the use of tobacco has changed considerably during the last 


few years. The important goal of a “Smokefree Norway H 
Year2000” has great support among the Norwegian people fl 
today. * 

Knowledge by all smokers of the health risks of tobacco is W 
not sufficient to reach the goal “Smokefree Norway Year fj 

2000”. The Government must have a policy which makes 

it easier for the individual to decide not to use tobacco. This 
can be achieved by pressure on social, cultural and eco¬ 
nomic factors, so that individuals and groups that use 
tobacco proceed to quit, and new groups do not start to use 
tobacco. The increasing number of Norwegians who travel 
abroad and the flow of information between countries, 
make a united European campaign against tobacco very 
important. 

The following sectors must be involved in the Action Plan 
for Smokefree Norway Year 2000: 

Health authorities and other authorities as well as 
health personnel. 

Parliament and politicians, both local and national 

Education establishment from nursery to university 
and adult education. 

Business and industry. 

Humanitarian organizations, interest groups, trade 
unions and sports- and youth- organizations. 

Mass media (TV, radio, video, cinema, theatre). 

The Department of Social Affairs has the responsibility for 
realization of the action plan against tobacco. The National 
Council on Tobacco and Health has akey partin this work 
It was also suggested in the plan that a work group should 
be formed with representatives from the Department of 
Social Affairs, the Directorate of Health, the National 
Council on Tobacco and Health and the organizations 
which have signed the action plan. This work group was 
appointed by the Department of Social Affairs in April 
1989, and is an advisory group and a forum for coordina¬ 
tion. The work group is in addition responsible for evaluat¬ 
ing the advancement of the action plan. 

The Action Plan for Smokefree Norway Year 2000 is 
summarized in Table I. The greatest resources should go 
towards preventing adolescents from starting to smoke. 

The reason for the focus on adolescents is based upon 
studies done by The National Council on Tobacco and 
Health. The studies have shown that 75% of the smokers in 
Norway today started before they were 20 years old. 

Changes in attitudes towards tobacco are critical. It is 
important to stress both the positive aspects of giving up 
smoking and the damage to health caused by tobacco. Work 
to change attitudes among adolescents is especially impor¬ 
tant in preventing young people from starting to smoke, and 
this is given the highest priority. Parallel to the provision of 
information, it is important to start smoke cessation groups 
among people who are trend-setters for adolescents. 
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Health personnel, teachers in the wider sense as well as 
sport and youth leaders have a considerable responsibility 
as trend-setters. It is important that these groups get specie 
information and help with smoking cessation. 


Since children are especially vulnerable to the health 
damaging effects of tobacco smoke, pregnant women and 
parents of young children are priority groups for informa¬ 
tion and help with smoking cessation. 


Sales of cigarettes from vending machines should be stopped. 
The legal age for buying tobacco should be increased from 
16 to 18 years. In more than half of the states in the USA, 
the legal age for buying tobacco is 18 years or higher. 


A subgroup of the work group for “Smokeffee Norway 
Y ear 2000” in charge of preparing a separate action plan for 
a smoke-free health institution, has recently been appointed 
by the Department of Social Affairs. This subgroup has 



Table 1: SUMMARY OF THE ACTION PLAN “SMOKE FREE NORWAY YEAR 2000” 





Project 1990 


1992 


1995 


PROJECTS THAT WILL CONTINUE UNTIL THE YEAR 2000 

Information to change attitudes towards tobacco. Information to adolescents will have the highest priority. 

Smoke cessation projects: S moke cessation groups among employees in the health and education sectors and among sports 
and youth leaders will have the highest priority. Companies will be encouraged to help employees to give up smoking. 

PROJECTS WITH TIME LIMITS 
NATIONAL PROJECTS 


Protection of 

Smokefree health 

Totally smoke¬ 

Totally smokefree health 

non-smokers 

institutions 

ffee educational 

institutions 



institutions 

1/2 smokefree hotels and 



1/3 smokefree hotels 

restaurants. 



and restaurants 

Smokefree youth centres. 

All public and official 
places completely smokefree 

Protection of 

Regulations for 



children 

indoor air quality 



Reduced 

Vending machine 


Legal age for buying tobacco 

availability 

sales stopped 


18 years. Licensing of sale 
of tobacco. 

New tobacco 
products 

Ban of sale 



Price rise 

Tobacco excluded 

Duty free import 



from cost-of- 
living index 
(more than 20% 
increase in price 
every year) 

stopped 


Restriction on 
snuff and chewing 
tobacco 

Health warnings 


Ban on sale 

INTERNATIONAL PROJECTS 



Smokefree flights 

Between the 

Nordic countries 

Europe 

The world 

Duty free sales 


Nordic countries 

Europe 


stopped 

PARTIAL AIMS. 80% non-smokers and 50% reduction in sales by 1995. 
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representatives from all of the different groups employed in 
health institutions as well as from the owners and from 
patients. The subgroup will have an action plan for smokeffee 
health institutions ready within one year. The action plan 
for smokeffee health institution will thus have support from 
the unions organizing the employers of hospitals and other 
health institutions. The National Institute for Public Health 
in Norway was completely smokeffee from 1 April 1990. 

A second subgroup will probably be appointed before the 
summer of 1990. This subgroup will prepare a separate 
action plan for smokeffee schools. The subgroup will have 
representatives from the different organizations for teach¬ 
ers as well as other groups working in schools, and from the 
students. 

The goal of “Smokeffee Norway Year 2000” may seem 
unrealistic to many as there is only ten years left However, 


we have all seen during the last few months that changes 
have occurred in Europe that nobody would have believed 
were possible only a year ago. In the fight against tobacco 
it is necessary to be optimistic and to set ambitious goals. 

This communication is based on: 

Koefoed N, Nordahl V, Grimsrud TK, Sanner T (editor), 
Stenmarck S, Heimdal A, Svennevik E. Action plan. 
Smokeffee Norway year 2000. Pp 23 (In Norwegian, trans¬ 
lated to English by S. Everington and T. Sanner, 1990), 
Oslo 1989. 

The use of tobacco is the largest single avoidable cause of 
ill health and premature death. About 6,000 people die 
every year in Norway from tobacco related diseases. The 
use of tobacco is responsible for about 45% of all deaths 
among men in the age group 35-54 years. 
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GENDER DIFFERENCES IN TOBACCO USE IN AFRICA, 
ASIA, THE PACIFIC, AND LATIN AMERICA 

Ingrid Waldron,* Gary Bratelu, Laura Carwker, Wei-Chin Sung, Christine Vooeli 

and Elizabeth Waldman 

Department of Biology, University of Pennsylvania, Philadelphia, PA 191W-6018, U,S,A, 

Abstract—Thil paper reviews hiitorical, anthropological and contemporary aurvey data concerning 
gender differences in tobacco use In Africa, Asia, the Pacific, and Latin America. In many cultural group* 
in these regions, tobacco use has been substantially raor* common among men than among women, In 
some groups, tobacco use has been about equally common for both sexes, No evidence was found of any 
group in which tobacco use has been substantially more common among women, 

The widespread pattern of greater tobacco use by men appears to be linked to general features of sea 
roles. For example, men have often had greater social power than women, and this has been expressed 
in greater restrictions on women’s behavior, including social prohibitions against women's smoking, These 
social prohibitions against women’s smoking have strongly inhibited women's tobacco use and thus have 
been a major cause of gender differences in tobacco use. 

Gender differences in tobacco use have varied in magnitude, depending on the type of tobacco use and 
the particular cultural group, age group and historical period considered. Causes of the variation in gtndar 
differences in tobacco use include variation in women’s statu* and variation in the soda! significance and 
benefits attributed to particular types of tobacco use in different cultures, Contact with Western cultures 
appears to have increased or decreased gender differences in smoking, depending on the specific 
circumstances, 

The patterns of gender differences in tobacco use in non*Wc»tom societies aro similar in many wgya 
to the patterns observed in Western societies, but there are several important differences. For example, 
current evidence indicates that in many non-Wesiem societies women have been more likely than man 
to quit smoking, in contrast to most Western societies where men have been as likely or more likely than 
women to quit smoking. 

Kty words—smoking, tobacco use. gender, sex differences, cross-cultural 


INTRODUCTION 

This paper reviews historical, anthropological and 
contemporary survey data concerning the patterns 
and causes of gender differences in tobacco use in 
Africa, Asia, the Pacific, and Latin America. Early 
anthropological evidence for native Americans in 
North America is also reviewed. Evidence concerning 
gender differences in smoking in Western societies is 
reviewed in another paper [1], 

The topic of gender differences in tobacco use is of 
interest in part because men’s higher rates of cigarette 
smoking have been a major cause of men’s higher 
mortality in Western countries (2,3]. In addition, the 
observed patterns of gender differences in tobacco use 
raise interesting questions concerning the causes of 
gender differences in behavior, For many different 
cultures and historical periods there is evidence that 
more men than women have used tobacco, and no 
evidence has been found for a reverse case, in which 
substantially more women than men have used to¬ 
bacco. What causes can account for this widespread 
male excess in tobacco use? Additional questions are 
raised by the cross-cultural and historical variation in 
the magnitude of gender differences in tobacco use. 
The observed gender differences range from almost 
exclusively male use of tobacco in some groups to 
approximately equal rates of tobacco use for men and 
women in other groups, What causes are responsible 
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for this variation in the magnitude of gender 
differences in tobacco use? This paper first sum¬ 
marizes the patterns of gender differences in tobacco 
use in non-Western societies and then reviews evi¬ 
dence concerning possible causes of these patterns. 

HISTORICAL AND ANTHROPOLOGICAL EVIDENCE 
Native Americans 

Anthropological evidence for several native Amer¬ 
ican groups in North America suggests that, in the 
late nineteenth and early twentieth centuries, tobacco 
was used primarily in ritual contexts and ritual use of 
tobacco was in most cases restricted to men (4, 5]. By 
the second quarter of the twentieth century, nonritual 
use of tobacco had become common and women as 
well as men engaged in nonritual use of tobacco. 

For quite a few Central and South American 
groups studied in the twentieth century, the use of 
tobacco appears to have been exclusively or primarily 
nonritual. Gender differences in nonritual use of 
tobacco varied from use by men only to extensive use. 
by both women and men [5-7], No evidence was 
found of a group in which women used tobacco more 
than men. 

Asia 

Historical evidence indicates that tobacco use was 
introduced in much of Asia early in the seventeenth 
century. In this early period in Korea and Japan, 
£0 uMjwasjMdesoread among both women and 
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men [8,9], Even as recently as the late nineteenth 
century, most Korean women and men smoked pipes 
[10], However, by the mid-twentieth century in Korea 
and Japan, smoking was restricted primarily to men 
(9, It, 12], Thus, in these countries, there has been an 
historical transition from tobacco use by both women 
and men to tobacco use primarily by men. 

Anthropological studies of Asian groups in the 
mid-twentieth century indicate a variety of patterns 
of sender differences in tobacco use, including some 
groups in which tobacco use has been rare among 
women and other groups In which tobacco use has 
been almost universal among both women and men 
[9,13,14]. No group was identified in which women 
used tobacco more than men. 

Africa 

Gender differences in tobacco use in Africa have 
varied for different cultural groups, different histori¬ 
cal periods and different types of tobacco use. In 
some groups tobacco use has been much more com¬ 
mon among men than among women, while in other 
groups tobacco use appears to have been equally 
extensive among women and men or absent among 
both women and men [15-19], In a number of cases, 
closely neighboring groups have shown very different 
patterns orgender differences in tobacco use. Gender 
differences have also varied for different types of 
tobacco use. For example, evidence for the Masai and 
Samburu in Kenya indicates that women are as likely 
as men to use smokeless tobacco, but only men 
smoke cigarettes [16]. In a few African groups, a 
specific type of tobacco use was more common 
among women than among men. However, In each 
case, when all types of tobacco use are considered 
together, it appears that men were as likely as women 
to use tobacco [15]. 

Limited data suggest that in some groups the 
patterns of gender differences or lack of gender 
differences in tobacco use have been relatively stable 
historically [15,17,19]. In other cases gender 
differences in tobacco use have varied historically, for 
example, when cigarette smoking has been intro¬ 
duced and has been adopted by men only [16], 


CONTEMPOBABY SURVEYS 

This section reviews findings from surveys in Af¬ 
rica, Asia, the Pacific, and Latin America from 1960 
through 1985. In almost every group studied, smok¬ 
ing has been more common among men than among 
women (Figs 1 and 2) [20-26], The magnitude of 
gender differences in the prevalence of smoking has 
varied considerably for different countries and for 
different regions or cultural subgroups within a coun¬ 
try. In a few groups, there has been little or no gender 
difference in the prevalence of smoking. No group 
was found in which smoking was substantially more 
common among women than among men. 

Smokeless tobacco use appears to have been much 
less common than smoking. In several groups that 
did use smokeless tobacco, there was little gender 
difference in smokeless tobacco use, even though men 
were more likely than women to be smokers [23,27]. 
In contrast, for another group, more men than 



Par Cant of Wbrnan Who Are Currant Bmotcare 
Fig. 1. Prevalence of smoking in sample* of adults in tht 
general population in diffarent regions in Asia and the 
Pacific, 1960-1985. Letters designate country of sample: 
B—Bangladesh, Br—Brunei, C—China, HK—Hong Kong, 
I—India. In—Indonesia, J—Japan, M—Malaysia, N— 
Nepal, NO—New Guinea, PI—Pacific Island!, P— 
Pakistan, S—Singapore, SL—Sri Lanka, T—Thailand. 

Data from Refs [27-33,35-37,41-44,33-60], 

Latin American Cities, 1971-2 
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Fig. 2. Prevalence of current smokers by age for men and 
women in selected ncn-Western samples. Data from Refs 
[34.36]. 
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women used smokeless tobacco, but men and women 
were equally likely to be smokers (27}. 

Gender differences in tobacco use have also varied 
for different types of smoking. In several countries 
where more men than women have been smokers, the 
male excess has been larger for use of manufactured. 
cigarettes and imported tobacco and'smaller or ab- 
sent for use of indigenous products made from locally 
grown tobacco [28-31], Regional variation in New 
Guinea shows a corresponding pattern (32,33}. In 
highland regions where home-grown tobacco was 
generally used, smoking has been as common among 
women as among men. In contrast, in a coastal region 
where manufactured cigarettes were generally used, 
smoking waj much less common among women than 
among men (although by 1981 this gender difference 
had decreased substantially). 

Gender differences in smoking have also varied by 
age In many groups, although the pattern of variation 
by age has been different in different groups (Fig. 2) 
(21,26,28-30,34-3$). In many groups gender 
differences in smoking have been smaller for older 
adults, probably because women have adopted smok¬ 
ing at older ages than men, Surveys in Singapore and 
Latin American cities have shown that, on the aver¬ 
age, women smokers began smoking at older ages 
than men smokers [34,37}. Studies of children and 
teenagers have found that boys have been more likely 
to experiment with cigarette smoking and, in most 
groups, among those who had experimented with 
smoking, boys have been more likely to become 
regular smokers (calculated from data in Reft 
(38-40)). 

With regard to gender differences in the amount 
smoked per smoker, in most groups men have 
smoked more per day, although in a few cases no 
substantial gender difference has been observed 
(20,21,23,29.34-36,41,42]. Limited evidence also 
indicates that, among smokers, men have been mote 
likely to inhale and less likely to use filter cigarettes 
(28,34). 

In order to evaluate gender differences in smoking 
cessation, I have calculated cessation ratios, that is, 
the proportion of former smokers among those who 
have ever smoked. Cessation ratios have been higher 
for women than for men in many groups, particularly 
in the Pacific Islands, and cessation ratios have 
been higher for men in only a few groups (Fig. 3; 
calculated from data in Refs (20.26,29,36,43,44J). 

CAUSES Of GENDER DIFFERENCES IN TOBACCO USE 

The evidence presented indicates that, in most of 
the African, Asian, Pacific and Latin American 
groups studied, more men than women have used 
tobacco. In some cases tobacco use has been about 
equally common among men and women. None of 
the anthropological, historical or contemporary sur¬ 
vey data has identified a group in which tobacco use 
has been substantially more common among women 
than among men. 

Why do more men than women use tobacco in so 
many different societies, and why are there appar¬ 
ently no societies In which substantially more women 
than men use tobacco? When a gender difference it as 
consistent and widespread as the male excess in 
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Cessation ratios by age for men and women in 
selected samples. Data from Reft [34,36). 


tobacco use, this is often taken to suggest biological 
causation. One hypothesis has been that there may be 
biological sex differences in nicotine metabolism that 
make females more likely to feel sick after first using 
tobacco, particularly if only high nicotine tobacco 
produets are evaiiable (45), If female* are more likely 
to feel sick, they may be less likely to adopt tobaoco 
use habits. However, evidence concerning this hy¬ 
pothesis has been highly inconsistent, and data from 
the United States suggest that any inherent sex 
differences in responses to nicotine have made at 
most a minor contribution to gender differences in 
tobacco use [)]. Also, data from New Guinea suggest 
that high nicotine tobacco is not necessarily a deter¬ 
rent to high rates of smoking among women. In 
several regions of New Guinea, the native tobacco 
had a very high nicotine content, but, nevertheless, 
almost atl women smoked [28,32,33). Thus, the 
available evidence indicates that the widespread pat¬ 
tern of greater tobacco use by men is not dut to 
inherent sex differences in nicotine metabolism. 

A second hypothesized link between biologica! sex 
differences and gender differences in tobacco use is 
indirect and speculative, This hypothesis proposes 
that, because women bear and nurse children, and 
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probably also because men tend to be larger and 
stronger, there has been a widespread cultural evo¬ 
lution of certain general patterns of women's and 
men’s roles* For example, women have been largely 
responsible- for the care of young children, and in 
many societies men have had greater power, status 
and privilege [46,47]. It appears that there have been 
Important links between the general features of sex 
roles and the widespread pattern of greater tobacco 
use by men. 

Probably the most important feature of sex roles 
that has contributed to gender differences in tobacco 
use has been men's greater power and access to scarce 
resources in many societies. The following para¬ 
graphs present evidence that gender differences in 
power are reflected in greater restrictions on women's 
behavior, including widespread social proscriptions 
against women's smoking, and this social disapproval 
of women's smoking has been a major cause of 
gender differences in smoking. 

Social disapproval of women's smoking has been 
reported from regions as diverse as Japan, Taiwan, 
India, Sri Lanka, Ethiopia and Kenya 
[13.16,31,48-50]. Interview data from several 
different ethnic groups in contemporary Kenya indi¬ 
cate that restrictions on women's smoking are linked 
to women's lower status and power [16]. Respondents 
in most of these ethnic groups stated that smoking 
was proscribed for women, but men’s behavior could 
not be restricted in this way; men were permitted to 
smoke because they were the 'boss’. In this study the 
Luo were the only group which espoused equality 
of women and men in decision-making, and the Luo 
were also the only group among whom women’s 
smoking was considered socially acceptable and as 
many women as men smoked. 

Additional evidence suggests that social disap¬ 


proval of women's smoking has been linked to more 
general restrictions on women's behavior, particu¬ 
larly restrictions on women's sexual behavior. Smok¬ 
ing by women has been considered indicative of loose 
sexual morals in non-Western countries, as it was in 
Western countries in the early twentieth century [I], 
In Japan around 1930, smoking by women was 
considered to be a habit of professionally promiscu¬ 
ous women such as prostitutes and geisha [SO]. Sim¬ 
ilar opinions have been reported from parts of Africa 
(16) (Patrick Ohadike, personal communication, 
1982), Since cigarettes are associated with Western 
influence, cigarette smoking may be thought to be 
more closely linked to lax morals than the use of 
native tobacco products. This could account for the 
observation that in some groups cigarette smoking is 
proscribed for women, but the use of smokeless 
tobacco bv women is socially aocepted and common 
[16], Similar attitudes may contribute to the greater 
male excess for use of manufactured cigarettes and 
imported tobacco and smaller male excess for use of 
native tobacco in several regions in Asia and the 
Pacific [28-31], 

In many groups, restrictions on women’s behavior 
are generally stronger for young women, while older 
women have relatively more status and more freedom 
in their behavior. Correspondingly, it appears that in 
quite a few groups the proscription against smoking 
has been more rigid for younger women, and smok¬ 
ing has been more accepted and more common 
among older women [11,13,29,51,52], 

Survey data for Latin American cities support the 
conclusion that social attitudes toward women's and 
men’s tobacco use have been a major cause of gender 
differences in tobacco use (Table 1). More men than 
women were smokers (47 vs 18%), and the survey 
data indicate that the primary reasons for this gender 
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difference were that many women did not become 
smoker* because they believed smoking to be ’un- 
feminine’ and many men began smoking because 
smoking increased their sense of ‘masculinity’, 

Another aspect ol traditional sex roles that has 
contributed to gender differences in tobacco use is 
men'* greater access to scarce material resources. In 
some groups tobacco hat been considered a scarce 
luxury that has been reserved exclusively or primarily 
for men, and in some groups men’s greater use of 
tobacco has been explicitly linked to their role as 
earners [13,16,18], In many contemporary groups, 
men have more money to spend on discretionary 
items, and this may be an additional reason why 
gender differences tend to be larger for cigarette 
smoking and smaller for the use of traditional prod¬ 
ucts made from native tobacco. 

Other aspects of sex roles appear to have con¬ 
tributed to gender differences in tobacco use. In a 
number of native American groups in the late nine¬ 
teenth and early twentieth centuries, men’s greater 
use of tobacco was directly linked to men's roles in 
rituals that involved tobacco use [4,5]. In some 
groups, it is believed that a mother's smoking may 
harm her children and this inhibits women from 
smoking [16]. 

It has also been hypothesized that women are more 
concerned with health than men, and women's con¬ 
cerns about the health risks of tobacco use have 
contributed to women’s lower rates of tobacco use. 
However, a survey in Latin American cities found 
that women were less likely than men to mention the 
health-damaging effects of smoking as a reason not 
to smoke (Table 1), Similarly, data from Kenya 
suggest that women were no more likely than men to 
mention health risks as a reason not to smoke [16]. 
Thus, in these societies, as in Western countries [1], 
it appears that women have not been more concerned 
than men with the health risks due to smoking, and 
health-related motivations have not been responsible 
for women’s lower rates of smoking. 

Thus far, this analysis of the causes of gender 
differences in tobacco use has identified several im¬ 
portant links between traditional sex roles and men's 
higher rates of tobacco use. Men's greater status, 
power and access to scarce material resources have 
contributed to men's greater tobacco use. General 
restrictions on women’s behavior hsve been reflected 
iri social disapproval of women's tobacco use in many 
societies, and this social disapproval has been a major 
reason why women have used tobacco less than men. 
Thus, widespread features of traditions! sex roles 
have contributed to the widespread pattern of greater 
tobacco use by men. 

Another possible explanation for the widespread 
pattern of greater tobacco use by men could be that 
this pattern is the result of the pervasive influence of 
Western culture. For example, in several contem¬ 
porary Pacific Islands it appears that a major reason 
why fewer women than men smoke is that the 
Christian church in the area has disapproved of 
women’s smoking [44], 

However, it is unclear how widespread or consis¬ 
tent an influence Westernization has had on gender 
differences in tobacco use in non-Westem countries. 
For many native American groups, it appear* that 


gender differences in tobacco use arose long before 
Western contact and, if anything, Western contact 
may have resulted in decreased gender differences in 
tobacco U6C, since Western contact may have fostered 
nonritual tobacco use by both sexes [ 4 , 5). In contem¬ 
porary Latin America, greater formal education 
probably indicates more influence by Western cul¬ 
ture. In contemporary Latin American cities more 
educated women,' particularly university educated 
women, have been more likely to smoke and, as a 
result, gender differences in smoking have been 
smaller among more educated adults (calculated from 
data in Ref. [34]). This suggests that contact withi 
contemporary Western culture may reduce gender 
difference* in smoking. Thus it appears that contact 
with Western cultures has increased or decreased 
gender differences in tobacco use, depending on the 
specific circumstances, and this has been one cause of 
variation in gender differences in tobacco use. 

Variation in gender differences in tobacco use may 
also be due to certain features of sex roles. For 
example, restrictions on women’s behavior are gener¬ 
ally greater for younger women of child-bearing age, 
and this may explain whey gender differences in 
tobacco use are greater for young adults in many 
cultures. Also, specific type* of tobacco use may be 
more compatible with women’s roles than men’s role* 
and consequently these types of tobacco use may be 
more common among women. For example, in one 
region of India, more women than men smoked the 
hooka, apparently because the hooka is not very 
portable and hence is more easily used by the women 
who work primarily in the home [27], In this region 
of India women and men were equally likely to be 
smokers, because women's higher rates of smoking 
the hooka were balanced by men’s higher rates of 
smoking bidis (a type of native cigarette). Another 
aspect of sex roles that may influence gender 
differences in certain types of tobacco use is the 
greater emphasis on women’s appearance in many 
cultures. This may explain why, in two regions of 
India, women were almost the exclusive users of 
particular types of smokeless tobacco believed to be 
useful for cleaning teeth [27]. In these regions women 
were as likely as men to use smokeless tobacco. 

A final question concerns the reasons why, in many 
non-Western societies, women have had higher smok¬ 
ing cessation ratios than men. This question is of 
particular interest since in most Western countries in 
recent decade* men have had as high or higher 
cessation ratios than women (1). Self-reported rea¬ 
sons for quitting smoking are available for a sample 
from one region where women have higher cessation 
ratio* than men (the Tonga Islands in the Pacific) 
[291. The predominant reasons for quitting were 
different in the Tonga Islands than the reasons for 
quitting reported in regions where men have as high 
or higher cessation ratios than women (for example,. 
Latin American cities and the United States) [1] 
(Table 1). The specific reasons that were important in 
Tonga may explain why smoking cessation ratios 
where higher for women, Forty-three percent of the 
Tongan ex-smokers stated that they had given up 
smoking for religious reasons. Since women often are 
more involved in religion than men, the predom¬ 
inance of religious reasons for giving up smoking may 
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be one important causo of women’s higher cessation 
ratios, In addition, 17% of female ex-smokers gave 
pregnancy as their reason for having quit smoking, 
and this was another important cause of women's 
higher cessation ratios. 

In conclusion, sex roles have had a variety of 
important effects on gender differences in tobacco 
use. It appears that the widespread pattern of greater 
tobacco use by men may reflect certain general 
features of sex roles, including greater restrictions on 
women's behavior in many situations and a tendency 
for men to have greater access to scarce material 
resources. As modernization proceeds these features 
of sex roles are likely to change and women's rates of 
smoking are likely to increase in many non-Westem 
societies. Given the major health-damaging effects of 
smoking, there is an urgent need to develop strategies 
to prevent increases in women’s smoking, as well as 
strategies to reduce smoking in groups of men and 
women among whom smoking is already a common 
habit, 
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